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Foreword

Ten years after the publication of the Institute of Medicine’s landmark Quality Chasm series of reports, we
often do not know to what extent quality of care has improved. A range of studies and reports indicate that the
quality of health care received in our nation is less than optimal, but we continue to lack sufficient information to
determine how well new programs, changes in processes, and other interventions improve the quality and equity
of care.

The National Healthcare Quality and Disparities Reports play a fundamental role in examining quality
improvement and disparities reduction. In this report, prepared at the request of the Agency for Healthcare Research
and Quality, the Institute of Medicine suggests ways to reformulate and enhance our nation’s essential measures
of quality and equity, to facilitate informed decision-making, and to help set the strategic direction of the nation’s
quality improvement enterprise.

I am grateful for the support of our sponsor and to the committee, ably led by Sheila Burke, which grabbled
with complex issues involving the selection and prioritization of different measures, the needs of users, and
advances in the field of quality measurement. Their work was reinforced by staff working under the direction of
Cheryl Ulmer and including Michelle Bruno, Bernadette McFadden, and Cassandra Cacace. I commend both com-
mittee and staff for this product and believe it provides a sound basis for strengthening the National Healthcare
Quality and Disparities Reports.

Harvey V. Fineberg, M.D., Ph.D.

President, Institute of Medicine
April 2010
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Preface

In 1998, the President’s Advisory Commission on Consumer Protection and Quality of Care in the Health Care
Industry called for a national commitment to improving quality and reducing disparities at every level of the health
care system. To reinforce this commitment, annual reports to Congress from the Agency for Healthcare Research
and Quality (AHRQ) were initiated to document national trends, identify gaps in care, and paint a picture of the
state of health care quality and disparities. These reports—the National Healthcare Quality Report (NHQR) and
the National Healthcare Disparities Report (NHDR)—are consulted by health services researchers, state health
officials, organizations implementing quality improvement and disparity elimination programs, advocates for
specific health conditions or priority populations, and other stakeholders. Five years after the reports were first
published, AHRQ turned to the Institute of Medicine (IOM) to evaluate the current NHQR and NHDR and to
present a vision for their future content and presentation.

Our IOM committee felt it essential to think about how the reports’ content and presentation could best foster
action by various audiences to close health care quality gaps, particularly in measurement areas that represent the
greatest opportunities for creating a high-quality, high-value, equitable health care system. It is through a lens of
actionability and better matching of products to audience needs that the committee evaluated the current reports
and made its recommendations. Embedded in the pages of this report are discussions of the ways to transform
future iterations of the NHQR and NHDR. AHRQ could:

 track national priorities for quality improvement and high impact measurement areas to inform collective
action across federal and other public and private sector health care delivery programs;

e conceptually and operationally link quality improvement and disparities elimination in the NHQR and
NHDR;

* highlight quality achievement by presenting best-in-class benchmarks;

* move from only presenting historical trend data to also extrapolating rates of change to indicate when gaps
might be closed at the existing pace;

e present an assessment of the effect on population health of bridging quality and equity gaps;

* analyze and present data in meaningful ways that identifies for Congress, states, and others the results of
and prospects for evidence-based policies and interventions; and

e support broader and sustained dissemination of report content.

Xi



Xii PREFACE

We hope this report will be of help to AHRQ in promoting progress toward achieving optimal health care for the
American people.

As chair of this committee, I would like to thank my fellow committee members for giving their time and
expertise so generously toward the completion of this report. Their spirited deliberations and contributions are
greatly appreciated. On behalf of the committee, I would also like to thank the staff of the Board on Health Care
Services who ably supported the committee in its endeavor. In particular, Cheryl Ulmer, study director, should be
thanked for steering the committee throughout the process.

Sheila Burke, Chair

Committee on Future Directions
for the National Healthcare
Quality and Disparities Reports



Acknowledgments

The committee and staff are grateful to many individuals and organizations who contributed to this study. The
committee would like to thank the Institute of Medicine Subcommittee on Standardized Collection of Race/Ethnic-
ity Data for Healthcare Quality Improvement. The subcommittee members' were:

MARGARITA ALEGRiA, Director, Cambridge Health Alliance, Center for Multicultural Mental Health
Research, Somerville, MA

JOHN Z. AYANIAN, Professor of Medicine and Health Care Policy, Harvard Medical School,
Boston, MA

RODERICK J. HARRISON, Senior Research Scientist, Office of the Vice President for Research and
Compliance, Howard University, Washington, DC

ROMANA HASNAIN-WYNIA, Director, Center for Healthcare Equity; Associate Professor of Research,
Northwestern University, Feinberg School of Medicine, Chicago, IL

NINEZ PONCE, Associate Professor, Department of Health Services, UCLA School of Public Health,
Los Angeles, CA

WAYNE S. RAWLINS, National Medical Director, Aetna Government Health Plans, Aetna, Hartford, CT

ALAN M. ZASLAVSKY, Professor of Statistics, Department of Health Care Policy, Harvard Medical
School, Boston, MA

Funding for this study was provided by the Agency for Healthcare Research and Quality (AHRQ). The com-
mittee appreciates AHRQ’s support for this project and wishes to especially thank Carolyn Clancy, Ernest Moy,
Jeff Brady, Farah Englert, Karen Ho, and Allan Lazar for sharing their expertise about the development and dis-
semination of the NHQR and NHDR.

In addition, the committee benefited from the testimony of the following individuals before the committee
and subcommittee during public workshops: Karen Adams (National Quality Forum), Donald Berwick (Institute
for Healthcare Improvement), Andrew Bindman (University of California, San Francisco, and CA Medicaid
Research Institute), Kathryn L. Coltin (Harvard Pilgrim Health Care), Brenda Edwards (Division of Cancer Control
& Population Sciences, National Cancer Institute), Marc Elliott (RAND Corporation), Irene Fraser (Agency for

! Committee members Ignatius Bau, David Nerenz, and Paul Schyve were also members of the subcommittee.

Xiii



Xiv ACKNOWLEDGMENTS

Healthcare Research and Quality), Allen Fremont (RAND Corporation), Ron Hays (Division of General Internal
Medicine and Health Services Research, UCLA), Karen Humes (U.S. Census Bureau), Deeana Jang (Asian &
Pacific Islander American Health Forum, speaking on behalf of Out of Many, One’s Health Data Taskforce),
Marjorie Kagawa-Singer (UCLA School of Public Health), Karen Kmetik (American Medical Association and
The Physician Consortium for Performance Improvement), David Lansky (Pacific Business Group on Health),
Nicole Lurie (RAND Corporation, Center for Population Health and Health Disparities), Jennifer Madans (National
Center for Health Statistics), Paul McGann (Office of Clinical Standards and Quality, Centers for Medicare and
Medicaid Services), Marsha Regenstein (The George Washington University), Thomas Reilly (Office of Research,
Development and Information, Centers for Medicare and Medicaid Services), Michael Rodriguez (Department of
Family Medicine, David Geffen School of Medicine, UCLA), Patrick Romano (Divisions of General Medicine and
General Pediatrics, Center for Healthcare Policy and Research, University of California, Davis), Joachim Roski
(Engelberg Center for Health Care Reform, The Brookings Institution), Maribeth Shannon (Market and Policy
Monitor Program, California HealthCare Foundation), Gayle Tang (National Diversity, Kaiser Permanente), Kalahn
Taylor-Clark (Engelberg Center for Healthcare Reform, The Brookings Institution), Grace Ting (Health Equities
Programs, Wellpoint, Inc.), Katherine K. Wallman (U.S. Office of Management and Budget), Thomas Williams
(Integrated Healthcare Association), and Mara Youdelman (National Health Law Program).

Others also provided valuable advice on the issues under study; these include Kirsten Anderson (Aetna),
Douglas Boenning (U.S. Department of Health and Human Services), Arleen F. Brown (UCLA Division of General
Internal Medicine), Helen Burstin (National Quality Forum), Pat Callaghan (Minnesota Department of Human
Services), Eric Coleman (University of Colorado, Denver), Janet Corrigan (National Quality Forum), William
Golden (Arkansas Medicaid, Department of Human Services), Sheldon Greenfield (University of California,
Irvine), William E. Hammond (Duke University), W. David Helms (AcademyHealth), Catherine Hess (National
Academy for State Health Policy), Bill Imada IW Group, Inc.), George Isham (HealthPartners), Francine Jetton
(Society of General Internal Medicine), Sherrie Kaplan (University of California, Irvine), Paul Kaye (Hudson River
Health Care, Inc.), Alison Kirchgasser (Massachusetts Office of Medicine), Ann Kohler (National Association of
State Medicaid Directors), Chris Lee (Kaiser Family Foundation), Lisa Lee (Kentucky Children’s Health Insurance
Program), Dave Michalik (Delaware Division of Medicaid and Medical Assistance), Jeannette Noltenius (Out of
Many, One), Nancy A. Rigotti (Massachusetts General Hospital), J. James Rohack (American Medical Associa-
tion), Barbara Rudolph (The Leapfrog Group), Adam Schickedanz (University of California, San Francisco, and
National Academy of Sciences Mirzayan Science and Technology Fellow through May 2009), Cathy Schoen (The
Commonwealth Fund), Susan Schow (Maine Health Data Organization), Sora Park Tanjasiri (Center for Cancer
Disparities Research), Caroline Taplin (U.S. Department of Health and Human Services), Alan Weil (National
Academy for State Health Policy), and Judy Womack (Quality Oversight Bureau of TennCare).

In addition, we would like to thank Suzanne Niemeyer and Chris Shreeve (Ketchum), Jeanette Chung and
David Meltzer (University of Chicago), and Howard Wainer (National Board of Medical Examiners) who acted
as consultants during the project and drafted additional materials for the report.

Lastly, many individuals within the IOM were helpful throughout the study process including Clyde Behney,
Patrick Burke, Rosemary Chalk, Janice Mehler, Abbey Meltzer, Christine Stencel, Vilija Teel, Jackie Turner, and
Jordan Wyndelts. We would also like to thank Kerry Kemp for assisting in copyediting this report.



Contents

SUMMARY

INTRODUCTION

Study Charge and Approach, 11

National Reporting on the State of Quality and Disparities, 12
Key Issues Addressed by the Committee, 15

Limitations of the Study, 16

Organization of the Report, 16

References, 19

RE-ENVISIONING THE NHQR AND NHDR

Purpose and Audiences, 22

Calls for National Priority Areas, 26

The Committee’s Recommended Priority Areas, 28

Focusing Resources and Attention on National Priority Areas, 31
Summary, 36

References, 36

UPDATING THE FRAMEWORK FOR THE NHQR AND NHDR
The Original Framework for the NHQR and NHDR, 40

An Updated Framework for the NHQR and NHDR, 40

Rationale for the Dimensions of Equity and Value, 43

Rationale for the Four New Quality of Care Components, 46
Summary, 53

References, 53

ADOPTING A MORE QUANTITATIVE AND TRANSPARENT MEASURE
SELECTION PROCESS

AHRQ’s Approach to Selecting Measures, 60

Improving Measure Selection, 63

XV

11

21

39

59



xVi

Principles and Criteria for Selection, 68
Quantitative Tools for Prioritizing Measures, 76
Summary, 85

References, 85

5 ENHANCING DATA RESOURCES
Building a National Data Infrastructure, 90
Filling Measurement and Data Needs, 91
Improving Race, Ethnicity, Language Need, Socioeconomic, and Insurance Status Data, 96
Summary, 105
References, 106
6 IMPROVING PRESENTATION OF INFORMATION
Matching Products to Audience Needs, 112
Telling a Story in the NHQR and NHDR, 120
Using Benchmarks to Show Achievement, 122
Refining the Presentation of Data, 126
Summary, 134
References, 134
7 IMPLEMENTING RECOMMENDED CHANGES
Resources Required to Implement Recommendations, 138
Evaluation of the AHRQ Report-Related Endeavor, 143
Timeline for Implementing Recommendations, 143
Conclusion, 145
References, 145
ACRONYMS
APPENDIXES
A Previous IOM Recommendations for the National Healthcare Reports
B Key Findings of the NHQRs and NHDRs
C Previous Conceptual Framework
D Measurement Opportunities for the Framework’s Components of Quality Care
E HHS Interagency Workgroup for the NHQR and NHDR
F  The Expected Population Value of Quality Indicator Reporting (EPV-QIR): A Framework for
Prioritizing Healthcare Performance Measurement
G IOM Subcommittee on Standardized Collection of Race/Ethnicity Data for Healthcare
Quality Improvement: Recommendations
H Additional Assessments of Data Presentation in the NHQR and NHDR
I An [lustrative Funding Example
J  Committee Member and Staff Biographies

CONTENTS

89

111

137

147

151
155
157
159
171

175

207
211
217
219



Figures, Tables, and Boxes

Summary

Figure
S-1  An updated conceptual framework for categorizing health care quality and disparities measurement, 4

Table
S-1 Tailoring Products to Meet the Needs of Multiple Audiences, 8

Boxes
S-1 The Committee’s Eight Recommended National Priority Areas for Health Care Quality Improvement, 3
S-2  Proposed Roles in Selecting Measures and Developing a Research Agenda, 5

Chapter 1

Figures
1-1  Overall reliability of the U.S. health system: Percentage of recommended care delivered, 14
1-2  Conceptual framework for a national quality measurement and reporting system, 15

Table
1-1 Issues Raised and Potential Solutions Related to the National Healthcare Reports and Their Related
Products, 17

Box
1-1 Statement of Task for the IOM Committee on Future Directions for the National Healthcare Quality
and Disparities Reports, 12

Chapter 2

Table
2-1 Overview of Priority Areas for Improving Health Care Identified by Leading Organizations,
Initiatives, and Reports, 32

XVvii



XViii FIGURES, TABLES, AND BOXES

Boxes
2-1 Objectives for AHRQ’s Reporting Effort in the NHQR, NHDR, and Related Products, 23
2-2  Definitions Used in This Report, 28
2-3  The Committee’s Eight Recommended National Priority Areas for Health Care Quality Improvement, 34
2-4  Health Care Quality Improvement: Illustrative Mechanisms of Influence and Actors, 36

Chapter 3

Figures
3-1 An updated conceptual framework for categorizing health care quality and disparities measurement, 42
3-2 Differences, disparities, and discrimination: Populations with equal access to health care, 45

Boxes
3-1 The Six Aims of Quality Care from the IOM’s Crossing the Quality Chasm Report, 41
3-2 Definitions of Equity and Value as Used in This Report, 44

Chapter 4

Figures
4-1 AHRQ, NAC, and subcommittee roles, 67
4-2  The Future Directions committee’s proposed decision-making process for selecting performance
measures for the NHQR and NHDR and identifying measure and data needs, 70
4-3  Examples of how measures fitting two different priority areas might ultimately be ranked, 75

Tables
4-1 Ranking of Clinical Preventive Services for the U.S. Population, 80
4-2  Measures of Absolute and Relative Health Disparity, 83

Boxes
4-1 The IOM 2001 Recommendations for Measure Selection Criteria for the NHQR and NHDR, 61
4-2  AHRQ’s Current Criteria and Principles for Prioritizing Measures, 63
4-3  Healthy People 2020: An Explanation of the Prioritization Criteria Used for Sorting Healthy People
Objectives, 76

Chapter 5
Figures
5-1 Recommended variables for standardized collection and reporting of race, ethnicity, and language
need, 98

5-2  Both poor and wealthy New York City neighborhoods have high rates of new HIV diagnoses; overall,
very low income Black New Yorkers have the highest rates of HIV diagnoses, 105

Tables
5-1 Data Sources Used in the 2008 NHQR and NHDR, 92
5-2  Examples of Subnational Datasets Not Currently Used in the NHDR and NHQR That May Provide
Supporting Data, 96

Boxes
5-1 Using Subnational Data to Provide Insight into Potential Health Information Technology Measures, 95
5-2  Measuring Medical Home in Large, Population-Based Surveys, 95



FIGURES, TABLES, AND BOXES Xix

Chapter 6

Figures
6-1 Oregon’s performance rate for pneumococcal vaccination sets a national benchmark for other states to
strive to achieve, 124
6-2 Example of an alternate visual display, 130
6-3 Tllustration of a gradient shading scheme, 131

Tables
6-1 Tailoring Products to Meet the Needs of Multiple Audiences, 113
6-2  Sections Recommended for Future National Healthcare Reports, 114
6-3 Definitions of Benchmarking from Various Sources, 122

Boxes
6-1 How Do I Find Disease-Specific Information in the NHDR?, 116
6-2 Key Elements of Telling a Story in the NHQR and NHDR, 121
6-3 A Suggested Approach to Improving Data Displays, 127
6-4 A Suggested Approach to Improving the Labeling of Graphic Data, 128
6-5 An Example of a Complex Data Display, 129

Chapter 7

Figure
7-1 Suggested timeline for implementing recommended activities, 144






Summary

As the United States continues to devote extensive resources toward achieving a high-value, high-quality health
care system, the capacity to evaluate the state of care is increasingly important. Since 2003, the annual publication
of the National Healthcare Quality Report (NHQR) and National Healthcare Disparities Report (NHDR) by the
Agency for Healthcare Research and Quality (AHRQ) has played an important role in documenting trend data
on the state of health care quality and disparities. The general message from the most recent reports is that while
some areas have improved, the overall quality of health care in the United States is suboptimal. Across all of the
process of care measures tracked in the NHQR, persons received the recommended care less than 60 percent of
the time.! Furthermore, even when quality has improved on a measure tracked in the NHQR, disparities in care
often persist across socioeconomic groups, racial and ethnic groups, and geographic areas (AHRQ, 2009a,b).

AHRQ asked the Institute of Medicine (IOM) to review past NHQRs and NHDRs and provide a vision so that
the reports can contribute to advancing the quality of health care for all persons in the United States. The IOM
formed the Committee on Future Directions for the National Healthcare Quality and Disparities Reports to address
this task. Through its research and deliberations, the Future Directions committee concluded that while the reports
alone will not improve the quality of health care, they can make a compelling case for closing the gap between
current performance levels and recommended standards of care. The committee recommends that AHRQ:

* Align the content of the reports with nationally recognized priority areas for quality improvement to help
drive national action.

» Select measures that reflect health care attributes or processes that are deemed to have the greatest impact
on population health.

e Affirm through the contents of the reports that achieving equity is an essential part of quality
improvement.

* Increase the reach and usefulness of AHRQ’s family of report-related products.

* Revamp the presentation of the reports to tell a more complete quality improvement story.

* Analyze and present data in ways that inform policy and promote best-in-class achievement for all
actors.

* Identify measure and data needs to set a research and data collection agenda.

! Personal communication, Ernest Moy, Agency for Healthcare Research and Quality, August 10, 2009.
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2 NATIONAL HEALTHCARE QUALITY AND DISPARITIES REPORTS

The Future Directions committee makes these recommendations with the aim of helping AHRQ to focus its national
reporting endeavor on the central aspirations of quality improvement—improving health, value, and equity—by
directing attention to the closure of performance gaps in health care areas likely to have the greatest population
health impact, be most cost effective, and have a meaningful effect on eliminating disparities.

ESTABLISHING NATIONAL PRIORITY AREAS

As part of its charge, the Future Directions committee was to establish priority areas in health care quality
and disparities. The committee evaluated priorities previously put forth by numerous organizations, such as those
included in an earlier IOM report Priority Areas for National Action: Transforming Health Care Quality (IOM,
2003).

Box S-1 contains the list of priority areas recommended by the Future Directions committee; the list includes
six priority areas identified by the National Priorities Partnership (NPP) (NPP, 2008)? plus two additional areas that
the committee believes are essential: access to health care and health systems infrastructure. These eight priority
areas should help guide the selection of measures to be featured in the national healthcare reports.

Recommendation 1: AHRQ should ensure that both the NHQR and NHDR report on the prog-
ress made on the priority areas for health care quality improvement and disparities elimination,
and should align selection of measures with priority areas. Until a national set of priority areas is
established, AHRQ should be guided by the Future Directions committee’s recommended priority
areas.

A variety of stakeholders and legislative initiatives have called for a national strategy for quality improvement
and disparities reduction. Common priority areas and goals can help drive concerted national and local action
toward the same ends. National priority areas, and goals within those priority areas, have implications for resource
allocation across the U.S. Department of Health and Human Services (HHS) and externally, and therefore cannot
be set by AHRQ alone.

The IOM report Leadership by Example: Coordinating Government Roles in Improving Health Care Quality
stressed that if the federal government could take collective action across programs for which it has account-
ability, it would lead the way to action elsewhere (IOM, 2002a). The HHS Secretary is positioned to direct HHS
programs to focus on the achievement of national priorities and goals through policies that support a stronger
quality improvement infrastructure (e.g., measure development, the collection and analysis of evidence-based
performance information), health policy interventions (e.g., changes in insurance coverage, support of prevention
and care coordination services), public reporting, incentive payments, demonstration projects, benefit design, health
professions education, or other avenues, such as refining performance measures through research and funding data
sources.

The Future Directions committee wants to underscore the importance of such a broader commitment to
national priority areas and the need for this direction to come from the Secretary of HHS. The committee, how-
ever, refrains from offering a specific recommendation to the Secretary about national priority areas because its
charge was limited to advising AHRQ. Health care reform legislation passed in March 2010 has a requirement
and process for establishing national quality improvement priorities.> AHRQ can use the priority areas offered in
this report to guide the selection of measures and the content of the NHQR and NHDR until a national strategy
is formulated that replaces them.

2 The National Priorities Partnership (NPP) includes 32 public and private organizations including AHRQ, the Centers for Medicare and
Medicaid Services (CMS), the IOM, the Robert Wood Johnson Foundation’s Aligning Forces for Quality, The Leapfrog Group, and The Joint
Commission.

3 Patient Protection and Affordable Care Act, Public Law 111-148 § 3011, 111th Cong., 2d sess. (March 23, 2010).
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BOX S-1
The Committee’s Eight Recommended National Priority
Areas for Health Care Quality Improvement

The IOM Committee on Future Directions for the National Healthcare Quality and Disparities Reports recommends a
set of eight national priority areas for health care quality improvement for use in the NHQR and NHDR,; it believes these
priorities can guide the national healthcare reports. The recommended areas include six priority areas identified by the
National Priorities Partnership (NPP, 2008), as well as two additional priorities that the committee believes are important
to highlight.

The six NPP priority areas included in the committee’s set of national priority areas are:

1. Patient and family engagement: Engage patients and their families in managing their health and making deci-
sions about their care.

2. Population health: Improve the health of the population.

3. Safety: Improve the safety and reliability of the U.S. health care system.

4. Care coordination: Ensure patients receive well-coordinated care within and across all health care organiza-
tions, settings, and levels of care.

5. Palliative care: Guarantee appropriate and compassionate care for patients with life-limiting illnesses.

6. Overuse: Eliminate overuse while ensuring the delivery of appropriate care.

The two additional priority areas in the committee’s set are:

7. Access: Ensure that care is accessible and affordable for all segments of the U.S. population.

8. Health systems infrastructure capabilities: Improve the foundation of health care systems (including infra-
structure for data and quality improvement; communication across settings for coordination of care; and workforce
capacity and distribution among other elements) to support high-quality care.

UPDATING THE CONCEPTUAL FRAMEWORK FOR THE REPORTS

AHRQ has designed the NHQR and NHDR around a conceptual framework of quality recommended in ear-
lier IOM reports (IOM, 2001, 2002b). The Future Directions committee presents an updated framework as shown
in Figure S-1. The components of quality care now explicitly include access and efficiency as areas to present
in both reports. Care coordination and capabilities of health care systems infrastructure were also added and are
displayed as foundational components; progress on these elements can contribute to each of the other components
across all types of care.

The components of quality care in the revised framework can continue to be used as a way to categorize
measures by topic and to organize the chapters of the NHQR and NHDR. Furthermore, the framework incorpo-
rates the crosscutting dimensions of value and equity, and reporting on each measure should include, whenever
data permit, the potential contribution to both value and equity of closing the gap between current and desired
performance levels.

Recommendation 2: AHRQ should adopt the committee’s updated framework for quality reporting
to reflect key measurement areas for health care performance and use it to ensure balance among
the eight components of quality care in AHRQ’s overall measure portfolio. AHRQ should further
use its crosscutting dimensions of equity and value to rank measures for inclusion in the reports.

Priority areas (Box S-1) are not expected to change annually; they should be in place for a number of years
so that actions can be directed toward them and progress monitored. Over time, however, priorities may change,
while the classification framework (Figure S-1) is expected to be more enduring.
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FIGURE S-1 An updated conceptual framework for categorizing health care quality and disparities measurement.

ADOPTING A TRANSPARENT AND QUANTITATIVE MEASURE SELECTION PROCESS

The question has arisen as to whether the measures AHRQ currently monitors in the national healthcare reports
reflect attributes and processes with the greatest potential to improve the health of the country. AHRQ has indicated
that it has reached capacity for the number of measures it can monitor given the agency’s current resources for
data collection, analysis, and presentation. Adding or removing measures from the established set is challenging
for AHRQ because there are advocates for each of the current NHQR and NHDR measures.

The Future Directions committee recommends a new measure selection approach. Determining relevance to
priority areas, categorization into framework components, and ranking are sequential steps in ascertaining which
measures should be selected for reporting. Candidate measures within each component of quality in the framework
are assessed for their relative contribution to improving value (i.e., population health) and equity, and ranked accord-
ing to that potential. Measures with higher potential would be chosen for tracking in the NHQR and NHDR.

AHRQ’s measure selection process should have external input based on objective and quantitative methods
and should be transparent. The Future Directions committee recommends establishing a Technical Advisory Sub-
committee for Measure Selection to the AHRQ National Advisory Council for Healthcare Research and Quality
(NAC). This body would apply quantitative techniques to establish the value of closing the quality gap (such as
clinically preventable burden, cost-effectiveness analysis, and net health benefit) and to discern the degree of
disparities.

The committee’s proposed measure selection process is intended to guide AHRQ in selecting, ranking for
inclusion in reports or other products, and retiring measures. The process also accounts for systematic identifica-
tion of areas requiring further measurement research or data development.

Recommendation 3: AHRQ should appoint a Technical Advisory Subcommittee for Measure Selec-
tion to the National Advisory Council for Healthcare Research and Quality (NAC). The technical
advisory subcommittee should conduct its evaluation of measure selection, prioritization, inclusion,
and retirement through a transparent process that incorporates stakeholder input and provides
public documentation of decision-making. This subcommittee should:
¢ Identify health care quality measures for the NHQR and NHDR that reflect and will help
measure progress in the national priority areas for improving the quality of health care and
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eliminating disparities while providing balance across the IOM Future Directions committee’s
revised health care quality framework.

¢ Prioritize existing and future health care quality measures based on their potential to improve
value and equity.

¢ Recommend the retirement of health care quality measures from the NHQR and NHDR for
reasons including but not limited to the evolution of national priorities, new evidence on the
quality of the measure, or the attainment of national goals.

¢ Recommend a health care quality measure and data source development strategy for national
reporting based on potential high-impact areas for inclusion in AHRQ’s national quality
research agenda.

Box S-2 summarizes the roles of the Technical Advisory Subcommittee and the NAC.

ENHANCING HEALTH CARE DATA RESOURCES

As the nation enhances health information technology (HIT) and its health care data infrastructure, AHRQ
should leverage its position as producer of the NHQR and NHDR to identify measurement and data needs and
promote promising measures for which national data may not yet be available. Data emerging from electronic
health records, health information exchanges, national registries, and provider- and community-based initiatives
have the potential to complement or replace some of the data sources currently used in the NHQR and NHDR,
and AHRQ will need financial support to take advantage of these data opportunities.

Subnational data (e.g., state-level or voluntary disease registry data) can complement AHRQ’s current sources
when national data do not provide information about important performance measurement questions. For instance,
subnational data that meet specified criteria for appropriateness could be featured as illustrative textboxes or
sidebars; they would be denoted as not being nationally representative, but rather, as helping inform national
dialogue.

BOX S-2
Proposed Roles in Selecting Measures and Developing a Research Agenda

AHRQ’s National Advisory Council for Healthcare Research and Quality (NAC) [existing entity]

» provides guidance to AHRQ on priorities for a national health services research agenda across all of AHRQ’s portfo-
lio of activities [current role];

e provides, through existing informal subcommittee, general guidance on the NHQR and NHDR and associated
products [current role and could continue as a separate subcommittee or be subsumed by the Technical Advisory
Subcommittee]; and

e comments on the recommendations of the Technical Advisory Subcommittee for Measure Selection and considers
measurement and data needs agenda for inclusion in AHRQ’s research portfolio [new role].

NAC Technical Advisory Subcommittee for Measure Selection [new entity]

Provides guidance to AHRQ and the NAC by:

* soliciting suggestions for measure selection and exclusion from external stakeholders;

* reviewing measures for use as core measures in the NHQR and NHDR and for supplementary measures for State
Snapshots and other online data resources;

e recommending a prioritized measurement list by considering national priority areas, impact on value and equity, and
utilization of techniques to quantify the impact of closing the quality gap;

¢ identifying aspirational measurement areas and data needs and a strategy for development (including a research
agenda); and

* identifying measures for retirement based on continued contribution to quality advancement and needs of stake-
holder groups.
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Recommendation 4: AHRQ should use subnational data for domains that do not yet have national
data in order to illustrate the types of national data that need to be developed to satisfy measurement
and data gaps. Subnational data should meet the following minimum requirements for reporting:
¢ The data source allows the calculation of a measure of interest, ideally one identified as a
national priority.
e The data source uses reliable and well-validated data collection mechanisms and tested
measures.
¢ The sample used in the data source is representative of the population intended to be reported
on (e.g., a region, state, population group) or is drawn from the entire population group even
if it is not necessarily generalizable to the nation.

Fundamental to addressing disparities in care is the need to expand the availability of descriptive data for
populations at risk for poor quality care. An independent consensus study conducted by a subcommittee to the
Future Directions committee culminated in the report Race, Ethnicity, and Language Data: Standardization for
Health Care Quality Improvement, which was released in August 2009 (IOM, 2009).# That report highlighted the
need to increase the standardized collection and use of race, ethnicity (including granular ethnicity), and language
need data across all sources of quality improvement data, and the Future Directions committee concurs with that
report’s recommendations (see Appendix G).

The NHQR and NHDR would benefit from further analyses and presentation of quality data as a function of
race, ethnicity, and language need, as well as of socioeconomic and insurance status. Socioeconomic status (SES),
for instance, may be an intervening variable between race, ethnicity, and disparities. Therefore, examining the
relationships between race/ethnicity and quality, both with and without SES included, would provide important
information. The 2008 IOM report State of the USA Health Indicators recommended that data be first presented
by race, ethnicity, and SES, and then by race and ethnicity stratified by SES (IOM, 2008). This committee agrees
with that recommendation and finds it important for AHRQ to stratify race and ethnicity by SES and, when able,
control for SES via multivariate regression. Presenting this detail in graphic form for each measure could become
unwieldy in the context of the print reports, so the committee suggests that AHRQ present data when they reveal
disparities or note that the analyses were performed and did not reveal a disparity, particularly after taking SES
into account.

Recommendation 5: AHRQ should:

¢ Continue to stratify all quality measures in the NHDR by at least the OMB race and Hispanic
ethnicity categories, by socioeconomic status variables (e.g., income, education), and by insur-
ance status.

¢ Strive toward stratifying measures by language need (i.e., English language proficiency and
preferred spoken language for health care-related encounters), and extend its analyses in
the NHDR and derivative products to include quality measures stratified by more granular
ethnicity groups within the OMB categories whenever the data are available.

¢ Document shortcomings in the availability of OMB-level race and Hispanic ethnicity data,
granular ethnicity data, language need, and socioeconomic and insurance status data to sup-
port these analyses; work to enhance the collection of these data in future iterations of the
source datasets; and whenever necessary, should utilize alternative valid and reliable data
sources to provide needed information even if it is not available nationally.

IMPROVING PRESENTATION AND DISSEMINATION

Clearly conveying information about the gaps that exist in the quality of U.S. health care and the benefits of
closing those gaps would provide audiences for the NHQR and NHDR with a stronger rationale for improving

4 The full text of this report is available online: http://www.nap.edu/catalog.php?record_id=12696.
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specific elements of care. The Future Directions committee underscores the importance of integrating disparities
elimination into quality improvement activities by enhancing the structural relationship between the two national
healthcare reports (i.e., a shared Highlights section for both reports, health care access and equity information in
the NHQR, and health care quality benchmarks in the NHDR). Therefore, the committee recommends:

Recommendation 6: AHRQ should ensure that the content and presentation of its national health-
care reports and related products (print and online) become more actionable, advance recognition
of equity as a quality of care issue, and more closely match the needs of users by:

* incorporating priority areas, goals, benchmarks, and links to promising practices;

¢ redesigning print and online versions of the NHQR and NHDR to be more integrated by

recognizing disparities in the NHQR and quality benchmarks in the NHDR;
¢ taking advantage of online capability to build customized fact sheets and mini-reports; and
¢ enhancing access to the data sources for the reports.

The audiences for the NHQR and NHDR include a range of stakeholders with specific areas of interest (e.g.,
heart disease, rural health, racial disparities, delivery settings), as well as varying degrees of sophistication in
data analysis. To better meet the needs of these diverse audiences, the committee suggests that AHRQ refine and
expand its product line (Table S-1) and focus the NHQR and NHDR on a national quality improvement strategy.
Additionally, the committee encourages enhanced Web-based data capabilities so that users can customize reports
to their own topical needs and access primary data for analyses.

The story AHRQ relays in the national healthcare reports should engage readers and encourage, guide, or sup-
port action by them. For that reason, the committee believes that AHRQ should modify the reports from their cur-
rent chartbook format to make them less a catalog of data and instead a more forward-looking and action-oriented
document that tells a quality improvement story. Such a document would include: (1) takeaway messages that
address the performance gap (i.e., time to close gap at current rate of change, the net benefit for health of closing
the gap), (2) benchmarks to demonstrate high levels of attained performance and to inform realistic targets for
goals, (3) data analyzed and presented in ways that can inform specific actors or policies (e.g., data by payer type,
by insurance status, by program type), (4) illustrative examples of promising practices and islands of excellence,
and (5) identified data and measurement needs required to strengthen the quality improvement infrastructure.

The committee believes that the NHQR and NHDR should both remain annual publications to maintain vis-
ibility of the issues they cover. However, the reports could emphasize different priority areas or components of
quality from year to year to allow for more in-depth coverage.

By incorporating demonstrably attained but challenging benchmarks based on best-in-class performance, the
NHQR, the NHDR, and the State Snapshots can help serve as catalysts for improvement. Defining a benchmark,
though, can depend on the data source and unit of analysis in the research question being asked. Some measures may
be suited to analyzing data only by one type of unit such as states, health plans, or hospitals, while others may be
by more than one type of unit (such as by both state and hospital). Because providing multiple benchmarks may
add too much visual clutter in graphic displays, some achievement levels could be presented in sidebars. Present-
ing benchmarks set by best state performance may particularly satisfy the needs of Congressional and state policy
makers, principal audiences to which the reports are geared.

For comparative purposes, the committee suggests presenting a uniform quality benchmark across the NHQR
and NHDR. For each measure, the performance benchmark in the NHQR should also be available in the NHDR to
inform how each population group relates to the benchmark as well as continuing to show the differences among
population groups.

Recommendation 7: To the extent that the data are available, the reporting of each measure in the
NHQR and NHDR measure set should include routinely updated benchmarks that represent the
best known level of performance that has been attained.
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TABLE S-1 Tailoring Products to Meet the Needs of Multiple Audiences

Product

Potential Audiences

Recommended Content

Shared “Highlights” Section
[redefined product to be used
in both the NHQR and NHDR
and that can be disseminated
as a stand-alone product]

NHQR
[refinement of existing
product]

NHDR
[refinement of existing
product]

Fact Sheets and
Mini-Reports
[expanded products]

State Snapshots
[refinement of existing
product]

Online Data Access
[expansion of existing
approaches]

e Customizing reports via

the NHQRDRnet

e Data repository of
primary datasets

Guide to Using the NHQR

and NHDR
[new product]

Policy makers, media,
public, foundations
and other funders of
research, national
quality organizations

Quality, advocacy,
and standards setting
organizations; health
care providers,
plans, payers, and
purchasers at the
national and state
level; research
community

Quality, advocacy,
and standards setting
organizations; health
care providers,
plans, payers, and
purchasers at the
national and state
level; research
community

Advocacy groups,
strategic partners for
dissemination, media,
public

State government;
health care providers,
plans, payers, and
purchasers at the state
and local level

Advocacy groups;
stakeholders in
quality improvement,
media, and public

Researchers (for
access to primary
data for additional
national-, state-, and
local-level analyses)

All potential
user audiences,
but particularly
researchers

Features progress on the national priorities areas and measurement areas with the
greatest potential for quality improvement impact on population health, value,
and equity; evidence-based policies/best practices that will enhance or hinder
progress; actions that stakeholder groups can take; and what is needed to make
progress toward national goals.

Includes a summary of progress by states.
Includes summary on state of disparities.

Information on a set of measures organized by the expanded quality framework to
address: effectiveness, safety, timeliness, patient-centeredness, access, efficiency,
care coordination, and capabilities of health systems infrastructure.

Includes access, a topic previously addressed only in the NHDR.

Details that disparities exist (beyond the current displays on geographic variation

or age) by including a separate chapter or summary on socioeconomic, racial, and
ethnic disparities; and acknowledges in messages when socioeconomic and racial
disparities exist for individual measures.

Maintains parallelism with the NHQR by applying the expanded quality
framework to its organization and presentation of measures.

Includes benchmarks, not just comparisons among populations.

Provides more in-depth coverage of priority populations.

Includes short story of key facts and potential actions related to certain disease-
specific or priority population topics in the NHQR and NHDR.

Provides expanded measure set sortable by core measures, Healthcare
Effectiveness Data and Information Set (HEDIS) measures, state rankings, and
comparisons between states with similar population characteristics, not simply in
neighboring geographic regions.

Adds to context by including best performance attained (for all states and for
peers), variation within state (e.g., by geography, providers, payers, race/ethnicity/
language, and the availability and type of insurance).

Includes access measures.
Has capability to collect text and data by topic to yield a customized report.
Links to other helpful data sources and intervention information.

Provides access to full datasets for user manipulation, and links to other sites that
provide expanded metrics on health care data (e.g., CMS), and more local and
organizational-level data.

Has tools to show users how to mirror AHRQ’s analytic approaches.

Explains how to access and utilize available data.

Gives examples of how different stakeholder groups can apply the knowledge to
action.
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Because the success of the national healthcare reports relies so heavily on presentation and dissemination,
the committee recommends engaging external experts to further assist in conceptualizing the reports’ presentation
techniques and raising their profile among current and potential user audiences.

Recommendation 8: AHRQ should engage experts in communications and in presentation of statisti-
cal and graphical information to ensure that more actionable messages are clearly communicated
to intended audiences, summarization methods and the use of graphics are meaningful and easily
understood, and statistical methods are available for researchers using data.

IMPLEMENTING RECOMMENDED CHANGES

Implementing many of the Future Directions committee’s recommendations will require additional federal
funding, although it is expected that numerous upgrades can be made to the NHQR, NHDR, and State Snapshots
with existing funds. While the committee is fully cognizant of federal budgetary constraints, it is also aware of
growing stakeholder demand for value and equity in the face of substantial expenditures for health care (an esti-
mated $2.3 trillion in 2009) (CMS, 2010; Cutler, 2009). The redesigned NHQR and NHDR would specifically
focus on the factors of value and equity, and the closure of gaps in quality in high impact areas. Additional funds
would be required to: (1) support the measure prioritization process, (2) strengthen performance metrics, (3) obtain
the necessary data for new measurement areas from sources both within and external to HHS, (4) produce the re-
envisioned national healthcare reports and related products and disseminate them effectively to engage national
and state policy makers and other actors, and (5) sponsor a rigorous evaluation.

Recommendation 9: To the extent that existing resources cannot be reallocated, or AHRQ cannot
leverage its resources by partnering with other stakeholders and HHS agencies, AHRQ should work
to obtain additional funds to support the work of the Technical Advisory Subcommittee for Measure
Selection, the upgrades and additions to AHRQ’s national healthcare report-related products, and
the development of new measures and supporting data sources.

In Chapter 7, the committee presents a suggested timeline of steps for implementation of activities related to the
committee’s recommendations, and in Appendix I, the committee presents one possible funding scenario.

The ultimate purpose of the NHQR and NHDR is to produce relevant information for policy makers, the
public, and individuals and entities responsible for implementing quality interventions. AHRQ will therefore need
to evaluate the NHQR and NHDR and related products, their use, and their impact as a basis for understanding
how they might most efficiently and effectively contribute to improving national health care quality and eliminat-
ing disparities.

Recommendation 10: AHRQ should regularly conduct an evaluation of its products to determine if
they are meeting the needs of its target audiences and to assess the degree to which the information
in the AHRQ products is leveraged to spur action on quality improvement and the elimination of
disparities.

Underlying all of the committee’s recommendations is a consensus that the NHQR and NHDR should promote
action to improve the quality of U.S. health care, not just create awareness of historical trends in the quality of
care. The NHQR and NHDR can and should be tools to catalyze and leverage public and private efforts to improve
health care quality and promote equity. The reports are natural vehicles for transmitting a strategic vision for health
care quality improvement and tracking the effect of health reform legislation. No report alone will make change,
but a common effort to close quality and disparities gaps will help us accomplish the vision of better health care
and health for the country.
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Introduction

Our nation devotes extensive resources to health care and expects high-quality, high-value care for its invest-
ment. Three influential Institute of Medicine (IOM) studies—7o Err Is Human: Building a Safer Health System
(I0OM, 2000), Crossing the Quality Chasm: A New Health System for the 21st Century (IOM, 2001a), and Unequal
Treatment: Confronting Racial and Ethnic Disparities in Health Care (I0M, 2003b)—provide evidence-based
narratives for the necessity of addressing quality and eliminating disparities in health care in the United States.
Evidence continues to mount confirming widespread variation in the quality of care by geographic area, by health
care delivery site, and by population (AHRQ, 2009a,b; Fisher et al., 2009; HHS, 2009c).

An oft-cited maxim in quality improvement is that “efforts to improve quality require efforts to measure it”
(Casalino, 2000, p. 520). One such effort is the annual publication of the National Healthcare Quality Report
(NHQR) and the National Healthcare Disparities Report (NHDR) by the Agency for Healthcare Research and
Quality (AHRQ), of the U.S. Department of Health and Human Services (HHS). These congressionally mandated
reports track U.S. trends in health care performance, identify gaps in quality, and assess the degree of disparities
in care.! Although the authorizing legislation indicates that the primary audience for the NHQR and NHDR is the
U.S. Congress, over time, the NHQR, NHDR, and their associated products have grown in scope and have come
to be read by a broader audience than the originally intended one of legislative policy makers. AHRQ has asked
the IOM to review these reports and provide a vision for their future direction that will enhance their role not only
in documenting but also in advancing the state of health care quality and promoting equity.

STUDY CHARGE AND APPROACH

Soon after the U.S. Congress passed the Healthcare Research and Quality Act of 1999, which required the
annual production of both reports, AHRQ contracted with the IOM to develop a vision for the NHQR and NHDR
and to establish the reports’ content and presentation. That request led to the publication of two IOM consensus
reports: Envisioning the National Healthcare Quality Report (IOM, 2001b) and Guidance for the National Health-
care Disparities Report (IOM, 2002a). A summary of the IOM’s previous recommendations for the national
healthcare reports is presented in Appendix A.

!'The 2008 NHQR and NHDR, as well as links to previous and subsequent editions of these reports, are available on AHRQ’s website: http:/
www.ahrq.gov/qual/qrdrO8.htm.
2 Healthcare Research and Quality Act of 1999, Public Law 106-129 § 902(g) and § 913(b)(2), 106th Cong., 1st sess. (November 19, 1999).

11



12 NATIONAL HEALTHCARE QUALITY AND DISPARITIES REPORTS

AHRQ has published the NHQR and NHDR since 2003. In late 2008, after five years of producing both reports
and in recognition of the changing landscape of health care delivery and quality measurement, AHRQ returned to
the IOM to seek additional external guidance on the next generation of reports. In response to AHRQ’s request,
the IOM Committee on Future Directions for the National Healthcare Quality and Disparities Reports was formed
to revisit previous IOM guidance pertaining to the NHQR and NHDR, examine the evolution of these reports
and their related products, provide an updated assessment of how these reports and their related products can best
fulfill their purpose, and establish priority areas in health care quality and disparities. The committee’s statement
of task is presented in Box 1-1.

NATIONAL REPORTING ON THE STATE OF QUALITY AND DISPARITIES

The NHQR and NHDR monitor the health care performance of the nation rather than the health of the nation.
The ultimate goal of health care is to improve an individual’s health (physical or mental well-being). Two HHS
publications that complement AHRQ’s national healthcare reports by focusing more directly on the health status
of Americans are: Health, United States (HHS, 2009b), which is an annual chartbook of U.S. health statistics, and
Healthy People 2010 and Healthy People 2020, which present U.S. health and health care indicators with targets
set for achievement by 2010 and 2020, respectively (HHS, 2000, 2009a).

Overview of Progress

AHRQ’s national healthcare reports have helped raise awareness of the state of the nation’s health care and
identify where gaps in quality and equitable care exist across different types of care (i.e., preventive care, acute
treatment, chronic condition management), care for specific conditions (e.g., diabetes, heart disease), in specific
health care settings (e.g., hospital, long-term care, ambulatory), and for specific population groups (e.g., race,

BOX 1-1
Statement of Task for the IOM Committee on Future Directions for
the National Healthcare Quality and Disparities Reports

The Institute of Medicine (IOM) will form a consensus committee to review and synthesize current evidence to
establish priority areas in health care quality and disparities for a combined update of the 2001 IOM report Envision-
ing the National Healthcare Quality Report and the 2002 IOM report Guidance for the National Healthcare Disparities
Report. Previous recommendations regarding questions and objectives to be addressed relevant to quality of care and
disparities will be evaluated and updated and new ones considered. The update’s final findings and recommendations
will address important questions evaluating quality and disparities in health care and will result in insight and guidance to
the Agency for Healthcare Research and Quality (AHRQ) on ways of improving the National Healthcare Quality Report
(NHQR) and National Healthcare Disparities Report (NHDR). The committee will take note of recommendations that are
estimated to be a reach for the current resources of AHRQ.

In addition, a separate subcommittee of experts will report to the committee on the lack of standardization of collec-
tion of race and ethnicity data at the federal, state, local, and private sector levels due to the fact that the federal govern-
ment has yet to issue comprehensive, definitive guidelines for the collection and disclosure of race and ethnicity data in
health care quality improvement. The subcommittee will focus on defining a standard set of race, ethnicity, and language
categories and methods for obtaining this information to serve as a standard for those entities wishing to assess and
report on quality of care across these categories. The subcommittee will carry out an appropriate level of detailed, in-
depth analysis and description, which can be issued as a stand-alone report and summarized in the final overall report
by the committee.?

aThe subcommittee’s focus was on a specific data issue relevant to identifying disparities. Its report Race, Ethnicity, and Language
Data: Standardization for Health Care Quality Improvement was released on August 31, 2009, and can be accessed at http://www.nap.
edu/catalog.php?record_id=12696.
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income, age). The NHQR and NHDR highlight performance in the health care system in delivering health care
that is safe, timely, effective, and patient-centered.3

The 2008 NHQR states that quality of health care in the United States has improved for a majority of the
individual measures it tracks (of the 46 core measures that AHRQ reports on in the print version of the NHQR,
87 percent showed improvement, and of the expanded set of 190 measures tracked, 69 percent showed improve-
ment),*> but concludes with the message that the overall quality of health care in the United States is suboptimal,
and the pace of improvement is slow. Among performance measures that AHRQ tracks, the median annual rate of
change is low (1.8 percent for the 46 core measures featured in the print reports and 1.4 percent for an expanded
set of 190 measures that AHRQ monitors [AHRQ, 2009b]).

Because rates of change in quality measures diminish as high performance levels are achieved and because
there is no standard or ideal rate of quality improvement, gaps between the level of health care people receive
and what is recommended provide a more telling picture of the state of the nation’s health care quality than just
historic rates of change. The 2008 NHQR documents that quality achievement varies widely across different
measures—from 96 percent of hospitalized heart attack patients receiving recommended care® to only 15 percent
of dialysis patients being registered on a waiting list for kidney transplantation (AHRQ, 2009b).

Across all the process of care quality measures tracked in the NHQR, patients received the recommended care
less than 60 percent of the time.” Other studies have documented similar shortcomings in the delivery of recom-
mended care. Figure 1-1 illustrates the findings from several studies looking across 12 selected communities; less
than 60 percent of adults received recommended health care regardless of the type of care or its function (Asch
et al., 2006; Kerr et al., 2004; McGlynn et al., 2003).

When overall national performance rates are improving, disparities in receipt of care among population groups
often remain evident (AHRQ, 2009a). Moreover, disparities even exist in geographic areas noted as having the high-
est performance on quality of care measures, so there is “no simple story” to explain patterns of disparities across
different regions, health plans, or by type of care (Baicker, 2004, p. 33; Trivedi et al., 2006). Knowing whether
disparities exist depends on the availability of descriptive population data to allow stratification of performance
measurement data. The NHQR and NHDR primarily use the same set of quality measures, and the NHDR shows
when differences exist in national performance levels for various sociodemographic groups. Too often in quality
measurement, however, these more detailed population descriptors are not available, but they are essential for use
in analysis and subsequent planning of interventions to reach affected populations. For example, Aetna, Inc. Health
Plan found disparities in the quality of care received even among its insured minority populations, “when they paid
attention to this issue, and began collecting race and ethnicity data” (Betancourt et al., 2006, p. 3). Armed with
such information, Aetna sought to integrate disparities reduction into quality improvement efforts.

Other health care quality reports also find overall performance on quality measures is less than optimal and
that disparities continue to persist, although they may look at different topics and sets of measures (for example,
Byers, 2010; Cantor et al., 2007; The Commonwealth Fund Commission on a High Performance Health System,
2008; I0M, 2000, 2001a, 2002b, 2003a,b, 2004a,b, 2005, 2006, 2007; Kaiser Family Foundation, 2009; McCarthy
et al., 2009; NCQA, 2008, 2009; President’s Advisory Commission on Consumer Protection and Quality in the
Health Care Industry, 1998; Rowe et al., 2010; Schuster et al., 2005). Despite progress being made in many areas,
the United States still has far to go before the entire population receives the level of care it expects, desires, and
deserves.

3 These attributes—safe, timely, effective, and patient-centered—are four of six aims for health care systems’ quality outlined by the IOM in
the 2001 report Crossing the Quality Chasm: A New Health System for the 21st Century.

# Personal communication, Ernest Moy, Agency for Healthcare Research and Quality, September 22, 2009.

3 A misprint in the 2008 NHQR in Figure H.1 (p. 3), states that the NHQR reports on 45 rather than the correct number of 46 measures.
Core measures denote a smaller group of measures that AHRQ has selected as having the greatest importance and scientific soundness; the
AHRQ core measures are not the same as the core measures used by the Centers for Medicare and Medicaid Services (CMS) or The Joint
Commission.

% Based on all payers, 95.8 percent of hospitalized heart attack patients received aspirin within 24 hours of heart attack and at discharge, beta
blocker within 24 hours of attack and at discharge, ACE inhibitor or ARB treatment, and smoking cessation counseling for those that smoke.

7 Personal communication, Ernest Moy, Agency for Healthcare Research and Quality, August 10, 2009.
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FIGURE 1-1 Overall reliability of the U.S. health system: Percentage of recommended care delivered.
SOURCES: Asch et al., 2006; Kerr et al., 2004; McGlynn et al., 2003. Reprinted, with permission, from RAND Corporation,
2010. Copyright 2010 by RAND Corporation.

Reporting as One Aspect for Quality Improvement

In testimony to the Future Directions committee, AHRQ staff observed that the primary utility of the national
healthcare reports is to raise awareness of the level of health care quality and the existence of disparities (Moy,
2009). In response, the IOM Future Directions committee considered how such awareness could more readily be
translated into action, given that health care delivery tends to be a local enterprise, and to examine the relationship
of national or more localized reporting to quality improvement.

The Strategic Framework Board (SFB), which was formed in 1999 to design a national quality measurement
and reporting strategy, provides one schematic showing relationships among quality improvement activities. The
SFB schematic illustrates how measurement and reporting should be integrally tied to other elements of qual-
ity improvement, including establishment of national goals, building a strong evidence base for measures and
interventions, and widespread adoption in the field (Figure 1-2) (McGlynn, 2003). The SFB stressed that stronger
linkages between these activities would “increase the likelihood that measurement and reporting can drive change”
(McGlynn, 2003, p. I-6) and that it is essential to think about how collected “information should be packaged and
made available to maximize utility for decisions” (McGlynn, 2003, p. I-5).

To make collective strides toward improved health care delivery, a national quality improvement effort requires
standardization of measurement tools; harmonization of measures for reporting purposes; implementation of inter-
ventions and public reporting on performance; and setting priorities and performance goals through collaborative
processes (Smith Moore et al., 2007). Recent efforts by the National Priorities Partnership (NPP), convened by
the National Quality Forum,® have achieved a consensus among numerous private and public sector stakeholders,

8 The NPP consisted of 28 members when the initial priorities and goals were established in 2008; it has since grown and now consists of 32
members (http://www.nationalprioritiespartnership.org/Partners.aspx).
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FIGURE 1-2 Conceptual framework for a national quality measurement and reporting system.
SOURCE: McGlynn, 2003. Copyright © 2003, Medical Care. All Rights Reserved.

including some federal agencies (including AHRQ, the Centers for Medicare and Medicaid Services, and the
Centers for Disease Control and Prevention, among others) on national priority areas for quality improvement
action. The NPP has identified 6 priority areas for health care with 27 specific goals, all of which address “four
major challenges—eliminating harm, eradicating disparities, reducing disease burden, and removing waste—that
are important to every American” (NPP, 2008, p. 8). The Future Directions committee’s task includes recommend-
ing priority areas for quality improvement and disparities in the context of national reporting, and these six NPP
priority areas, along with earlier IOM advice on priority areas, are further reviewed in Chapter 2.

KEY ISSUES ADDRESSED BY THE COMMITTEE

Throughout much of the period of the Future Directions committee’s deliberations, the nation considered
expanding insurance coverage and investments in quality monitoring.”!? With trillions of dollars already being
spent on health care, monitoring the state of health care quality improvement and the degree of disparities is essen-
tial. The committee acknowledges the tremendous effort that AHRQ and its data partners have made in bringing
forth the national healthcare reports and related products to document the state of U.S. health care. The following

9 National Health Care Quality Act, Bill S.966, 111th Cong., Ist sess. (May 4, 2009); American Recovery and Reinvestment Act of 2009,
Public Law 111-5, 111th Cong., 1st sess. (January 6, 2009); Medicare Improvements for Patients and Providers Act of 2008, Public Law
110-275, 110th Cong., 2d sess. (July 15, 2008); Children’s Health Insurance Program Reauthorization Act, Public Law 111-3, 111th Cong.,
1st Sess. (January 6, 2009); Affordable Health Care for America Act, HR 3962, 111th Cong., Ist sess. (October 29, 2009); Patient Protection
and Affordable Care Act, HR 3590, 111th Cong., 1st sess. (December 24, 2009).

10 This IOM report was written during the health reform debate of 2009 and 2010. In March 2010, the Patient Protection and Affordable Care
Act was signed into law [Patient Protection and Affordable Care Act, Public Law 111-148, 111th Cong., 2d sess. (March 23, 2010)].
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discussion focuses on improving AHRQ’s current products so that the products might ultimately set a direction
for progress and drive change among stakeholders.

The committee sought input from experts through testimony, interviews, and commissioned papers to deter-
mine how best to enhance the usefulness of the NHQR and NHDR in contributing to the overall advancement
of health care quality and equity. The committee heard from a variety of individuals and organizations that these
reports relay a lot of facts for specific conditions, populations, and measures. Most often, stakeholders found the
NHQR and NHDR to be useful sources for quotable information in bringing attention to specific quality issues
that their state, institution, or organization might examine. As examples, health services researchers use data from
the reports in articles they produce or presentations they give, and advocacy groups educate their members and
funders about access and utilization gaps in recommended care.

Generally, however, observers thought that the NHQR and NHDR could be improved in numerous ways that
would make them more influential in promoting change in the U.S. health care system, in addition to being a
source of technical data on past trends. In view of the slow progress in improving quality or reducing disparities,
the committee approached its task with the overall aim of improving the actionability of the national healthcare
reports and their related products.

Several key themes for improving the NHQR and NHDR emerged from the committee’s research, including
the need for AHRQ to:

* Identify the most important opportunities for concerted national action.

* Develop measures and data sources to support monitoring of “high-impact” areas (e.g., those showing the
greatest net health benefit; those showing greatest opportunity for increasing value and equity if the gaps
between current achievement and desired performance levels were closed).

* Increase understanding of the content and visibility of the national healthcare reports in both print and
Web-based forms.

Issues raised in assessing the national healthcare reports, as well as potential solutions, identified through the com-
mittee’s outreach and deliberations are featured in Table 1-1. The topics identified in that table and the committee’s
recommendations will be taken up in subsequent chapters of this report.

LIMITATIONS OF THE STUDY

For many of the issues addressed in this report by the Future Directions committee, no specific evidence base
of peer-reviewed articles exists. For that reason, the committee’s recommendations are generally based on the
expert consensus of committee members in consultation with other experts in the fields of performance measure-
ment and communications. Whenever possible, connections between the committee’s decisions and those of other
prominent groups are identified.

ORGANIZATION OF THE REPORT

This introductory chapter has described the context for this report, including the committee’s charge, as well
as issues and potential solutions related to the national healthcare reports, and the limitations of the study. In sub-
sequent chapters, the committee makes recommendations to AHRQ for modifying future editions of the NHQR
and NHDR, identifying priority areas and developing a process for the selection of measures to evaluate progress,
strengthening data resources for quality measurement and disparities identification, and providing for additional
resources to fulfill the recommended changes.

* Chapter 2—Re-envisioning the NHQR and NHDR. Chapter 2 examines legislative guidance on the
purpose of the national healthcare reports and the intended audience of Congress. In addition, the chapter
discusses a vision for the NHQR and NHDR that is more forward-looking and action-oriented by tying the
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TABLE 1-1 Issues Raised and Potential Solutions Related to the National Healthcare Reports and Their Related
Products

Issues Raised Potential Solutions

The Need to Identify the Most Important Opportunities for Concerted National Action

1. The NHQR and NHDR do not sufficiently direct readers on 1. Establish national priority areas and give guidance on setting a
what to focus quality improvement efforts. hierarchy among measures.

2. The reports may not use the most impactful measures for 2. Make the measure selection criteria more explicit and the selection
bringing about quality improvement. process more transparent.

3. Disparities elimination should not be considered as a separate 3. Have one report rather than two reports or improve shared content
issue from quality improvement. across the NHQR and NHDR.

4. The NHQR and NHDR passively report data rather than being 4. Establish goals for priority areas and provide benchmarks for
action-oriented. individual measures; tell a story by defining a problem, describing
through measurement, and providing examples of intervention;
integrate intervention activities in text and through online linkages;
highlight evidence-based policies that could accelerate progress.

5. Access to health care is not addressed as a quality issue in the 5. Consider access as part of the NHQR as well as the NHDR.
NHQR, only a disparities issue in the NHDR.

6. Important measurement areas are missing in both the NHQR and 6. Examine the current quality framework for continued applicability.
NHDR.

The Need to Develop Measures and Data Sources to Support Monitoring of “High-Impact” Areas

1. Measures used in the NHQR and NHDR reflect available data 1. Identify or develop measures for areas with the greatest potential
sources, but additional measures and data sources are desirable. quality improvement impact and identify or develop additional data
sources that satisfy those measures.

2. Data are inadequate to identify poor quality of health care within 2. Increase the availability of race, ethnicity, and language need data

and between all population groups. along with health care quality data.
3. Improved measures and data may be available in some locales 3. Consider the use of additional subnational data in the NHQR and
rather than on a national basis. NHDR.

The Need to Increase Understanding and Visibility of Report Content in Both Print and Web-based Forms

1. The presentation and content of the NHQR and NHDR do not 1. Reorient the Highlights section of the NHQR and NHDR.
adequately serve the primary audience for these reports (i.e.,
Congress).

2. Multiple audiences use the NHQR and NHDR and associated 2. Better align reports and products associated with the NHQR and
online products but the needs of these audiences are different. NHDR to serve the needs of multiple audiences.

3. Many pertinent parties that could be involved in implementation 3. Market the NHQR and NHDR to additional audiences; optimize

or reporting activities do not know about the reports. online search strategies.
4. The NHQR and NHDR draw the most attention when they are 4. Sustain interest over time through improved and targeted
first released but lose visibility thereafter. dissemination; provide content in additional formats with more

easily digestible collections of information that could be more
widely distributed (e.g., fact sheets or topic-specific products with
more detailed analyses dedicated to specific populations, conditions,
and types of care or settings).

5. A great deal of data is available in the NHQR and NHDR but it 5. Improve organization of print documents and improve content
is difficult to find all of the pieces related to a specific topic. access for the State Snapshots (e.g., best state performance) and
NHQRDRnet.
6. There is insufficient attention in the NHQR and NHDR to the 6. Expand information on priority populations in reports to extent
needs of priority populations. feasible and provide additional, more detailed collections of

information for specific populations in special reports, fact sheets,
or online.
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TABLE 1-1 Continued

Issues Raised Potential Solutions

7. Graphic displays and summary measures in the NHQR 7. Improve graphic displays in the NHQR and NHDR.
and NHDR do not always convey information in a readily
understandable manner—either for the key message each is
trying to provide to audiences or adequate statistical analytics
for researchers.

8. A lot of data are available in the NHQR and NHDR, but some 8. Guide users of the NHQR and NHDR to more detailed datasets
users desire more detail and the ability to manipulate the primary underlying the reports, tools for analysis, and a guide on “how to”
data themselves. apply data; provide links to additional complementary and expanded

data sources that are not necessarily reflected in the reports.

reports to national priorities and a national quality improvement strategy. In accordance with its charge, the
committee identifies a set of national priority areas to help guide measure selection for the reports.
Chapter 3—Updating the Framework for the NHQR and NHDR. Chapter 3 presents an updated frame-
work that has evolved from previous IOM guidance. The chapter provides a rationale for the four new
components of the framework (i.e., access, efficiency, care coordination, and capabilities of health systems
infrastructure). The framework is to be used by AHRQ as a tool to categorize measures and thereby ensure
balance in its overall portfolio of measures (e.g., included in State Snapshots not just the reports). Core
measures featured in the reports, however, should meet more stringent tests—applicability to priority areas
and having the highest potential to improve population health compared to other candidate measures. Equity
and value are highlighted as crosscutting dimensions of the framework and serve as criteria in the process
for ranking measures as well as distinct data elements for inclusion in the national healthcare reports.
Chapter 4—Adopting a More Quantitative and Transparent Measure Selection Process. Chapter 4
reviews AHRQ’s current measure selection process and makes a case for a more transparent and quantita-
tively based measure selection and ranking process. The chapter includes discussion of the applicability of
parameters such as clinically preventable burden, cost-effectiveness, and net health benefit. The committee’s
recommendation process can also help prioritize areas for measure and data source development as well
as retirement of measures.

Chapter 5—Enhancing Data Resources. Chapter 5 examines the ways in which AHRQ can play a role in
establishing needed content for the nation’s health care data infrastructure by suggesting areas for measure
and data source development, and by defining areas where data enhancement is desirable. Criteria are set
for use of subnational data to inform quality improvement efforts when national data are not yet available
in key areas. Further, the chapter examines the need for analyses that stratify health care quality measures
by sociodemographic factors and for standardization of race, ethnicity, and language need data to foster
their collection and the ability to compare findings for subgroups across settings.

Chapter 6—Improving Presentation of Information. Chapter 6 highlights issues pertaining to the presen-
tation of data in the NHQR, NHDR, and related products, with a focus on setting benchmarks to illustrate
the best levels of performance that have been achieved. It expands on ways to improve specific products by
telling a more complete quality improvement story and by drawing stronger parallels between the NHQR
and NHDR so that disparities reduction is not seen as a separate activity from quality improvement.
Chapter 7—Implementing Recommended Changes. Chapter 7 reviews the major tasks recommended
by the committee and identifies areas in which AHRQ would need additional resources to support the
recommended changes.

The Future Directions committee offers a vision for future editions of the NHQR and NHDR. Both data and

analyses in the reports must focus on promoting improvements in the U.S. health care system and what various
stakeholders can do to positively affect desired outcomes. The national healthcare reports alone will not transform
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the quality of health care in the United States. By refocusing national attention on areas with potential for the great-
est health impact, presenting data to identify the best levels of achievement and accountable actors, stimulating
measure and data development, and identifying evidence-based policies and practices, the reports should stimulate
greater progress on closing quality gaps and eliminating disparities.
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Re-Envisioning the NHQR and NHDR

The NHQOR and NHDR have documented historical trends in U.S. health care quality and disparities,
but the Future Directions committee offers a vision for the reports that is more forward-looking and
action-oriented. To accomplish this vision, the committee recommends that AHRQ align the reports with
national priority areas, along with other strategies to foster change and inform policy. The committee
recommends eight national priority areas for use by AHRQ in guiding measure selection and prioritiz-
ing content for the NHOR and NHDR. The Future Directions committee underscores the necessity of a
broader commitment to national priorities through policies and practices that support data collection on
key metrics, and support activities to address gaps in care identified in the national healthcare reports.
The Future Directions committee concludes that this broader commitment should at least come at the
level of the Secretary of HHS, who can help set the national agenda for quality improvement. Progress
on this agenda could then be monitored by the national healthcare reports.

AHRQ charged the Future Directions committee to assess the national healthcare reports, provide guidance
on what the future generation of these reports should embody, and advise on national priority areas for health care
quality improvement and disparities elimination. The committee began its deliberations by clarifying the purpose
and audience for the reports, and identifying what those audiences could be in the future. Specifically, this chapter
assesses the general needs of the audiences, how data analysis might better inform users, the frequency of report-
ing, and the naming of priority areas.

Noting that in an initial meeting with the committee, AHRQ Director Carolyn Clancy indicated that “a clear
signal and recommendation from this committee on actionability is something, frankly, we would welcome”
(Clancy, 2009), the committee deliberated on how such actionability might be achieved. One part of doing so is
to align the reports with national priority areas. In this chapter, the committee recommends a set of eight priority
areas.

AHRQ will also need to engage the community of actors who do the day-to-day work of quality improve-
ment. These public and private partners, including the whole HHS health care endeavor, would help inform the
best practices and intervention aspects of the reports, support data collection and direct service delivery, and help
provide solutions to barriers to improvement.

The Future Directions committee refrains from offering a specific recommendation that the Secretary adopt

21
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the offered national priority areas because the committee’s charge was limited to advising AHRQ, but the commit-
tee wants to underscore the importance of such a broader commitment to national priority areas. The committee
recognizes that health insurance reform legislation establishes a process and method for setting quality improve-
ment priorities in HHS,! and it believes that the content of the two NHQR and NHDR should align as closely as
possible with whatever priorities are ultimately established.

PURPOSE AND AUDIENCES

The Healthcare Research and Quality Act of 1999 called for AHRQ to “submit to Congress an annual report
on national trends in the quality of health care provided to the American people,” which became the NHQR, and
“a report regarding prevailing disparities in health care delivery as it relates to racial factors and socioeconomic
factors in priority populations,”?> which became the NHDR. Thus, the legislation states the basic purpose is to
report trends and makes clear that the primary intended audience is the U.S. Congress. AHRQ has expressed inter-
est in increasing the visibility of its products among congressional staff and other policy makers as well as other
actors in the fields of quality improvement and disparity reduction (Social & Scientific Systems and UserWorks,
2009). AHRQ has interpreted the legislative guidance to mean that the national healthcare reports should report
on where the country stands today on selected performance measures and should look back over time (generally
the time period from 1998 to 1999 to the latest date for which data are available) to see how far the nation has
come. The Future Directions committee believes it is now time to report on trends and be forward-thinking, not
just historical.

Previous IOM guidance viewed the audience for the NHQR and NHDR as reaching beyond Congress, and
envisioned the reports as vehicles for “educating the public, the media, and other audiences about the importance
of health care quality and the current level of quality” (IOM, 2001b, p. 31). Moreover, AHRQ has indicated that
today, five main types of users tend to consult the national healthcare reports’ family of print and online products:
(1) federal policy makers and congressional staff; (2) associations of state and local agencies and state-based users
(e.g., state and local policy makers, Medicaid medical directors, health commissioners, data providers); (3) federal
researchers (e.g., researchers at the National Institutes of Health, the HHS Office of Minority Health staff); (4) pri-
vate sector quality improvement researchers (e.g., researchers at organizations such as The Commonwealth Fund or
Kaiser Family Foundation, health care providers, insurers, quality improvement organizations); and (5) advocacy
groups (e.g., groups representing priority populations, persons having specific diseases, and professional groups)
(Social & Scientific Systems and UserWorks, 2009). The Future Directions committee also believes these audi-
ences need to be aware not only of the current state of system performance, but also what the potential impact of
improvement is on the health of the nation and what each action can contribute to its achievement.

Overview of Products and Recommended Changes

Although there is little comprehensive evidence on how users take the information in the NHQR and NHDR
and put it into action, there is some limited information on the number of copies ordered and the degree of internet
traffic, which at a minimum suggest the products are consulted and quoted to document specific quality problems
and disparities. Besides the annual print and Web-based versions of the NHQR and NHDR, report-related products
developed by AHRQ include annual State Snapshots (which rate each state’s performance overall and on selected
measures relative to other states), an online data query system called the NHQRDRnet, and a limited number of
topical fact sheets.

The Future Directions committee finds the print and Web versions of the NHQR and NHDR and their associ-
ated online resources are solid compendia of data about the quality of health care and related disparities in the
United States. Their strengths have been in their use of “measures and datasets that meet rigorous scientific stan-
dards” (IOM, 2002a, p. 6) and promotion of a common understanding of the domains of quality. Nevertheless,

! Patient Protection and Affordable Care Act, Public Law 111-148 § 399HH, 111th Cong., 2d sess. (March 23, 2010).
2 Health Research and Quality Act of 1999, Public Law 106-129 § 902 and § 913, 106th Cong., 1st sess. (December 6, 1999).
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the Future Directions committee recommends modifying the national healthcare reports in a number of ways, and
further specifies, in Chapter 6, changes to the presentation of existing products and expansion to others. The com-
mittee offers a number of objectives that AHRQ’s reporting effort should strive to achieve (Box 2-1).

Here, the committee would like to call attention to several overall questions that it considered: whether to
continue annual reporting, whether there should continue to be two reports, and how the Highlights section of the
two reports might be designed to engage more readers.

Continuing Annual Reporting

The committee believes annual reporting, which is required by law, sustains the visibility of the NHQR and
NHDR. To help address AHRQ staff concerns about workload, the committee suggests that every measure need
not be reported each year (particularly when the data do not change from year to year) as long as the reporting
between the NHQR and NHDR are on the same content areas. Adopting this suggestion would open opportuni-
ties for more in-depth treatment of certain topics (e.g., patient safety or a priority population). Similarly, several
priorities might get more in-depth treatment in one year but not necessarily the next.

BOX 2-1
Objectives for AHRQ’s Reporting Effort in the NHQR, NHDR, and Related Products

The IOM Future Directions committee believes that the NHQR, NHDR, and related products should play a vital role in
U.S. health care quality improvement and disparity elimination efforts. Thus, AHRQ should make sure that the reports:

e Incorporate a set of national priorities for U.S. health care quality improvement and disparities elimination and gener-
ate data to monitor progress toward achieving those priority area goals.

* Identify for policy makers the problem areas in health care quality that most need their attention and action, with
the understanding that these priorities may change over time and differ by geographic location, population, or other
contextual factors.

* |dentify aspects of the health care system that improve or impede quality for all, and specify that disparities elimina-
tion is an integral part of quality improvement.

e Supply a common understanding of quality, as reflected by the framework for quality, that considers value, equity, ef-
fectiveness, safety, timeliness, patient-centeredness, access, efficiency, care coordination, and capabilities of health
systems infrastructure.

* |dentify measures that reflect the best current approaches, practices, and opportunities for measurement improve-
ment even when data are not yet available nationally.

e Stimulate the refinement of existing measures and the development of new ones and identify opportunities for data
source improvement.

e Stimulate data collection and analysis efforts at the state and local levels (mirroring the national effort) to facilitate
and monitor targeted quality improvements.

* |dentify credible data sources that will support national reporting and allow subnational (state and local) and sub-
group analyses by race, ethnicity, language need, and socioeconomic status.

e Stimulate the collection of standardized race, ethnicity, language need, and socioeconomic status data in all health
care quality data sources.

* Provide policy makers, purchasers, health care providers, and others with benchmarks for quality of care by show-
casing the best attained performance in a class.

* Educate the public, the media, and other audiences about the importance of health care quality and the current level of
quality by making the AHRQ products more accessible in terms of presentation and more extensive dissemination.

e Stimulate the development of a health care data infrastructure to support quality measurement and reporting across
systems and payers for comparison.

* Refine quantitative methods for prioritizing measures of health care quality.

¢ Include linkages to successful interventions to make the reports more actionable.

* Make it easier to compare the performance outcomes of the U.S. health care system with that of other nations.

SOURCE: Updated from IOM, 2001b, p. 30.
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Clarifying the Connection Between Quality and Disparities

The committee wants to ensure that the issue of disparities in health care is regarded as an integral part of
any overall health care quality improvement strategy. The recent IOM report State of the USA Health Indicators
underscored this point: “The very existence of a disparity implies that the overall national level for the corre-
sponding indicator is not optimal” (IOM, 2008, p. 49). Thus, the committee considered whether the NHQR and
NHDR should be merged into one report to strengthen the connection between issues of quality and disparity in
the minds of users.

Advocacy groups expressed to the committee that they depend on the NHDR as a reliable source of analyses
to paint a picture of the state of quality by demographic factors; this observation is supported by the fact that there
tend to be more downloads from the NHDR website than the NHQR website (59,272 and 49,223, respectively, in
FY 2007-2008).3 These users expressed concern about diminishing the visibility of disparity issues if the reports
were merged. At the same time, the committee noted that the audiences for the NHQR and NHDR were often
different sets of stakeholders, and that attention to disparities was often given short shrift in quality improvement
efforts, or the composition of the population was given as a rationale for why quality metrics were not higher. In
fact, some stakeholders noted that it is quite possible to raise national performance levels without ever addressing
disparities. On the other hand, focusing solely on closing the disparity gap between one population and another,
as reported in the NHDR, often does not set the bar for performance achievement on specific quality metrics high
enough for any population.

As a result of these considerations, the committee does not recommend a change in statutory requirements for
the annual production of the two reports, but suggests ways to build in stronger connections between the two reports
(discussed in more detail in Chapter 6). For example, the Future Directions committee advocates for comparing
population groups in the NHDR to a quality benchmark or goal, not just to each other. A case in point is the pre-
sentation of data in the 2008 NHDR for diabetes preventive services. While it might be statistically valid to report
that the Hispanic/non-Hispanic difference in care is narrowing for diabetes preventive services, as reported in the
Priority Population section of the 2008 NHDR (AHRQ, 2009b, p. 211), it is misleading—although the difference
may be narrowing, both groups are doing worse over time in the use of services (AHRQ, 2009b, p. 49). Another
way to build stronger connections between the reports is developing a shared Highlights section for both reports.

Producing a Shared Highlights Section

As previously discussed, the primary intended audiences for the Highlights sections of the NHQR and NHDR
include Congress, congressional staff, and other federal and nonfederal policy makers (Moy, 2009; Social & Sci-
entific Systems and UserWorks, 2009). The committee suggests that AHRQ develop a common Highlights sec-
tion that would serve as the introduction to both the NHQR and NHDR and as a separate stand-alone document
that can be distributed more broadly. This can become an effective vehicle for engaging public and private policy
makers, the media, foundations and other funders of research, and the public. Wider distribution and readership
of the Highlights section of the national healthcare reports could also pique the interest of new audiences to the
more detailed reports and the Web-based resources that AHRQ provides.

The committee finds that the current approach in the Highlights sections of summarizing the number of per-
formance measures that improve, stay the same, or decline does not engage readers to understand what is most
important; indeed, all measures are given equal value. Moreover, the key messages in the Highlights section have
thus far remained much the same from year to year—specifically, that the quality of health care in the United
States is suboptimal, the pace of improvement is slow, and disparities persist. (Key messages from each year of the
reports are summarized in Appendix B.) One of the committee’s observations is that the messages conveyed in the
Highlights tend to be couched in general terms and not be related to specific priorities or actions. As a result, the
messages are not very compelling and provide a limited vision or roadmap for improving quality and promoting
equity. Accordingly, key messages should become more targeted and action-oriented.

3 Personal communication, Ernest Moy, Agency for Healthcare Research and Quality, November 1, 2009, based on a summary from Jeff
Hardy dated February 11, 2009.



RE-ENVISIONING THE NHQOR AND NHDR 25

The Highlights section needs to present a quality improvement strategy. The committee’s newly imagined,
common Highlights section for the two reports would feature areas with the greatest potential for quality improve-
ment impact and detail the value of closing those gaps, along with providing key messages to different audiences
such as policy makers, health providers and payers, and the public on what they can do to spur improvement on
priority areas and associated high impact measurement areas (e.g., include findings from data analyses on evidence-
based policies that are proven to support better performance or remove barriers that prevent better performance;
inclusion of a State Scorecard; assessment of the state of disparities).

Need for Data Analyses to Better Inform Policy and Practice

AHRQ’s role as a research agency is not to develop policy for all of HHS with regard to quality improvement
activities; setting policy is an executive leadership and legislative function, but AHRQ can provide data to inform
policy decisions. AHRQ has indicated that the NHQR and NHDR are awareness-raising documents, and that func-
tion will continue but needs to be supported by additional analyses that inform actions and actors.

Providing Analyses by Accountable Actors

The committee suggests that the NHQR and NHDR include more information about how performance
compares across public and private health systems, payers, programs, and other accountable actors. To date, the
inclusion of such comparative information has been limited, and little analysis has been presented beyond straight
reporting on individual measures; some limited stratification and multivariate analyses are included in the NHDR
by population but not by entities providing care or paying for it. The Future Directions committee recommends
sufficient resources be provided to AHRQ for the data collection and analysis necessary to provide such compara-
tive information (Chapter 7).

The committee believes that federal and state policy makers are most likely to be interested in performance
data—reported according to units of accountability (e.g., payment streams, federally funded programs, state program
performance)—on health care areas and programs for which they have some public responsibility. Specifically,
Congress would be interested in programs of HHS and other federally funded programs for which Congress has
responsibility. Such programs include the Medicare and Medicaid programs overseen by the Centers for Medicare
and Medicaid Services (CMS); programs of the Indian Health Service; health care service delivery programs of the
Health Resources and Services Administration (HRSA); and other service delivery programs under the auspices of
other federal agencies, including the U.S. Department of Veterans Affairs (VA) and the U.S. Department of Defense
(DOD). Similarly, state legislators are likely to be interested in the performance of the Medicaid program and the
Children’s Health Insurance Program (CHIP). This list is not meant to limit AHRQ’s data presentation to federally
sponsored programs; indeed there is interest, for example, in having data from all payer databases.

Members of Congress are also interested in how their own state performance in the public and private sec-
tors compares to others, and while AHRQ has a wealth of state-based data available, it is not easily summarized
in one place. Such data could be summarized in the Highlights section using information from the online State
Snapshots dashboard (perhaps in a way similar to that used in The Commonwealth Fund State Scorecard) (The
Commonwealth Fund Commission on a High Performance Health System, 2008).

Using Data to Inform Policy and Practice

The committee urges AHRQ to analyze and present its data in ways that better inform users of where per-
formance is better, how long it will take to get to goal levels, and what the best programs or drivers might be to
attain higher achievement. For example,

* AHRQ could analyze and present data by accountable units (e.g., payers, programs, states) so that it is
possible to more closely identify where the best performance exists and how different actors perform.
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* The performance trend data that AHRQ has collected thus far should now be used to project how long it
would take to close quality gaps between current performance on the measure and achieving the recom-
mended standard of care (e.g., 100 percent of target population receiving care or some other goal that is
set).

* New approaches to thinking about policy-relevant outcome measures may be necessary, such as determin-
ing whether there has been a reduction of readmission rates on acute myocardial infarction (AMI) since
public reporting by CMS, or whether there is an actual increase in receipt of needed services or patient
disease management adherence when uninsurance is removed as a barrier.

* Further analyses would be useful to increase understanding of the implications of differences among
populations; for example, what are the implications of the differences found in access to preventive ser-
vices between Hispanic and non-Hispanic Whites for diabetes care in the NHDR (AHRQ, 2009b, p. 49),
particularly in view of the projected growth of the Hispanic population in the United States and studies
showing that for Hispanics born in 2000, 53 percent of girls and 45 percent of boys will develop diabetes
during their lifetimes (CDC, 2007).

* The National Priorities Partnership has suggested a quality improvement goal of: “All Americans will
receive the most effective preventive services recommended by the U.S. Preventive Services Task Force”
(NPP, 2008, p. 26). It is known, however, that only 50 percent of adults received the screenings and preven-
tive care appropriate to their age and gender (The Commonwealth Fund Commission on a High Perfor-
mance Health System, 2008; McGlynn et al., 2003; NPP, 2008). In addition to AHRQ reporting the average
national performance for receipt of preventive services, related analyses might be proffered that would
inform policies and practices in both the public and private sector: (1) comparing payers that include such
services in benefit packages with reduced or no co-payments with those that do not, (2) comparing those
who are insured with those who are uninsured, (3) comparing the quality improvement impact of focusing
interventions on specific at risk groups or age groups, and/or (4) comparing use among low-income users
across state Medicaid programs or by community health centers.

* A finding in the NHDR that low-income persons consistently fall behind on health quality measures should
lead to examination of program-specific data that might illuminate if any specific health care delivery
system is making important strides to close that gap (for instance, interventions that have improved care
in community health centers might benefit other settings that serve low-income populations [Chin et al.,
2007; Landon et al., 2007]).

Because AHRQ primarily tracks health care process measures, there needs to be an assessment of the benefit
of improved access to or adherence to processes of care on health outcomes to help determine whether expanded
investment in specific areas of care is warranted. To the extent possible, data should be presented in ways that
inform potential policy directions and program practices by being more outcome oriented. The committee builds
into its recommended measure selection process an assessment of the potential impact of closing performance
gaps on the ultimate outcome of improving population health.

CALLS FOR NATIONAL PRIORITY AREAS

In past years, the IOM and other entities have called for the establishment of national priority areas and goals
for coordinated health care quality improvement efforts. Examples of these calls for national priorities are described
below, along with discussion of the limited actions taken by AHRQ with respect to incorporating priority areas
into the NHQR and NHDR.

In its 2001 report Crossing the Quality Chasm: A New Health System for the 21st Century, the IOM recom-
mended establishing specific goals to enhance the usefulness of a national health care quality report “as a stimulus
for performance improvement” (IOM, 2001a, p. 7). No specific overall goals have been set for each aim, although
for some individual measures, Healthy People 2010 targets are displayed.

The IOM’s 2001 and 2002 guidance on the development of the NHQR and NHDR emphasized that these
reports should identify “for policy makers the problem areas in health care quality that most need their attention
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and action, with the understanding that these priorities may change over time” and “should continually reflect
and be used to shape goals for quality improvement by presenting information that is useful to policy makers and
others to define clear objectives, assess progress, and define appropriate actions” (IOM, 2001b, pp. 31-32, 2002a).
When AHRQ summarizes the nation’s progress, all measures are given equal weight.

More recently, in March 2009, Stand for Quality, a diverse public-private coalition of 165 diverse organi-
zations, issued six recommendations to improve both the quality and affordability of health care. Noting that
performance measurement is a core building block to providing high-quality, affordable care, Stand for Quality
urged the executive branch and Congress to expand public investment in performance measurement, and called
for the establishment of priorities as part of the need to strengthen the “performance measurement, reporting and
improvement enterprise” (Stand for Quality, 2009).# Similarly, recent health insurance reform bills have called for
the formulation of a national strategy for quality improvement, including naming priority areas and a mechanism
for choosing them.’

Despite the many calls for national priorities, HHS has yet to establish national priority areas for health care
performance measurement and quality improvement that could help focus the collective efforts across HHS pro-
grams and be adopted by other federal agencies and entities engaged in health care quality improvement, including
the elimination of disparities. HHS has a strategic planning process in place that sets goals for HHS programs and
offers targets for monitoring progress on specific performance indicators. Most of the strategic plan indicators are
for program management rather than setting goals for achievement of health care process or outcome measures.
Thus, for example, under the HHS strategic objective of “Broaden health insurance and long-term coverage,” the
performance indicators deal with increasing the percentage of Medicare beneficiaries with Part D coverage and
reducing the percentage of improper payments under the fee-for-service program (HHS, 2008, p. 48). In response to
a 2007 congressional request for the IOM to assess whether HHS was “ideally organized to meet the enduring and
emerging health challenges facing our nation” (IOM, 2009, p. 2), the IOM recommended improvements in HHS’s
strategic planning process—specifically, improving alignment across HHS on a small set of measurable goals.

The IOM Future Directions committee, while recognizing that HHS has many missions other than health
care performance measurement, believes that improving health care performance measurement is fundamental to

4 Supporting entities include national organizations such as the Federation of American Hospitals, the National Partnership for Women &
Families, Aetna, the American Academy of Family Physicians, The Leapfrog Group, as well as local, state, and regional organizations such as
the Pacific Business Group on Health, the Puget Sound Health Alliance, and the Oklahoma Foundation for Medical Quality. A full list of sup-
porting organizations is available at www.standforquality.org (accessed May 13, 2010).

3 The final bill, the Patient Protection and Affordable Care Act (Public Law 111-148 § 3011, 111th Cong., 2d sess. (March 23, 2010)) has the
following provisions:

 The Secretary, through a transparent collaborative process, shall establish a national strategy to improve the delivery of health care services,
patient health outcomes, and population health.

* The Secretary shall identify national priorities for improvement in developing the strategy.

e The Secretary shall ensure that priorities identified under subparagraph (A) will—(i) have the greatest potential for improving the health
outcomes, efficiency, and patient-centeredness of health care for all populations, including children and vulnerable populations; (ii) iden-
tify areas in the delivery of health care services that have the potential for rapid improvement in the quality and efficiency of patient care;
(iii) address gaps in quality, efficiency, comparative effectiveness information, and health outcomes measures and data aggregation tech-
niques; (iv) improve Federal payment policy to emphasize quality and efficiency; (v) enhance the use of health care data to improve qual-
ity, efficiency, transparency, and outcomes; (vi) address the health care provided to patients with high-cost chronic diseases; (vii) improve
research and dissemination of strategies and best practices to improve patient safety and reduce medical errors, preventable admissions and
readmissions, and health care-associated infections; (viii) reduce health disparities across health disparity populations (as defined in section
485E) and geographic areas; and (ix) address other areas as determined appropriate by the Secretary.

e The national strategy shall include a comprehensive strategic plan to achieve the priorities.

Not later than January 1, 2011, the Secretary shall create an Internet website to make public information regarding—(1) the national priorities
for health care quality improvement established under subsection (a)(2); (2) the agency-specific strategic plans for health care quality described
in subsection (b)(2)(B); and (3) other information, as the Secretary determines to be appropriate.

Earlier versions contained the same or similar provisions: The Affordable Health Care for America Act passed by the U.S. House of Repre-
sentatives in November 2009 would require the Secretary of Health and Human Services (HHS Secretary) to establish national priorities for
health care quality improvement (Affordable Health Care for America Act (H.R. 3962), Section 1441 (pp. 883-885), and the Patient Protection
and Affordable Health Care Act passed by the U.S. Senate in December 2009 would require the HHS Secretary to develop a national strategy for
health care quality improvement (Patient Protection and Affordable Health Care Act (H.R. 3590 amended Section 3011)) (pp. 692-698)).
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ensuring an effective and efficient U.S. health care system. HHS has contracted with the National Quality Forum
(NQF) to formulate a “national strategy and priorities for health care performance measurement” over the next
few years under the authority of Section 183 of the Medicare Improvements for Patients and Providers Act of
2008 (MIPPA) (HHS, 2009a). The Future Directions committee concludes that the United States needs national
priorities and measures of quality that will address the health care needs of the entire U.S. population, not just
individuals covered by Medicare.

THE COMMITTEE’S RECOMMENDED PRIORITY AREAS

As required by its statement of task (see Chapter 1), the Future Directions committee identifies a set of eight
national priority areas for focusing national health care quality improvement efforts and for use in selecting mea-
sures for the NHQR and NHDR. Before presenting the committee’s recommendations, however, it is important to
define and distinguish among the terms aim, priority area, goal, benchmark, and target as they are used by this
committee (see Box 2-2).

Over time, setting an ideal level of performance in a priority area (aspirational goal) would be informed by
progress on the highest quantifiable level of performance achieved so far (benchmark) so that realistic levels of
actual performance can be utilized in setting national targets for achievement. (The use of benchmarking in health
care is discussed further in Chapter 6.)

Previously Identified National Priorities

The committee considered efforts by various entities that have identified priority areas specifically for health
care quality improvement, developed scorecards on key quality performance areas, or focused resources on health
care quality improvement and disparities elimination. As discussed below, these efforts include work by previous
IOM committees, the National Priorities Partnership (NPP) convened by NQF, HHS, and others.

BOX 2-2
Definitions Used in This Report

In the interest of clarity, the IOM Future Directions committee defines the terms aim, priority area, goal, benchmark,
and farget as they are used in this report.

* Aim. A desired state or characteristic of health care. As indicated in the 2001 IOM report Crossing the Quality
Chasm, the aims for quality health are safety, effectiveness, patient-centeredness, timeliness, efficiency, and equity
(IOM, 2001a).

e Priority area. An area of health care having importance or urgency over others that is expected to result in “substan-
tial improvements in health and healthcare”@ (NPP, 2008).

e Aspirational goal. The ideal level of performance in a priority area (e.g., no patients are harmed by a preventable
health care error; all diabetes patients receive a flu shot—unless contraindicated).?

* Benchmark. The quantifiable highest level of performance achieved so far (e.g., the benchmark among states would
be set at 66.4 percent of diabetes patients receiving a flu shot because that represents the highest performance level
of any state).?

* Target. A quantifiable level of actual performance to be achieved relative to a goal, usually by a specific date (e.g., by
January 1, 2015, 75 percent of diabetes patients will receive an annual influenza shot).

2This definition was adopted by the Future Directions committee to be consistent with how the term is used by the National Priorities
Partnership (NPP).

bNational average for noninstitutionalized, high-risk adults ages 18-64 with diabetes who had a flu shot in the last 12 months, 2006, with
a range of 24.4 percent to 66.4 percent (Table 2_1_6.3). Available at http://www.ahrqg.gov/qual/qrdr08/2_diabetes/T2_1_6-3.htm.
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Previous IOM Committees’ Recommended Priorities

The 2001 Crossing the Quality Chasm report (IOM, 2001a) delineated six aims for quality health care (safety,
effectiveness, patient-centeredness, timeliness, efficiency, and equity) and recommended that goals be set for each
of the aims. That report also identified 16 priority conditions on the basis of their high cost to the system, although
the report set no specific goals with regard to these conditions and none were set subsequently. AHRQ has used
four of the six aims specified in the Crossing the Quality Chasm report as a way to frame the organization of the
NHQR and NHDR (see Chapter 3).

In the 2003 report Priority Areas for National Action: Transforming Health Care Quality, the IOM proftered 20
priority areas for national action (IOM, 2003). That report stressed a mix of early interventions, self-management,
and care coordination for conditions or populations that had a high impact from the burden of the condition (dis-
ability, mortality, and economic costs) on “patients, families, communities, and societies” (p. 4) and that had a
probability that the gap between current practice and desired levels of recommended care could be improved. AHRQ
has included many of these priority areas in its portfolio of measures (IOM, 2003). More recently, conversations
about transforming the U.S. health care system and its quality have stressed the significance of looking at the
whole patient experience over time and across sites of care (e.g., episodes of care, care coordination) instead of
just looking at single condition-specific process measures (HHS, 2009a; McKethan et al., 2009; NPP, 2008).

The National Priorities Partnership’s Six Recommended Priority Areas

In 2008, the NPP was convened by NQF as a cross-section of 28 public and private stakeholders, including
AHRQ, the IOM, CMS, and the Centers for Disease Control and Prevention.® That same year, the NPP reached
consensus on a set of six national priority areas considered to be “the work of many to achieve the transforma-
tional change that is needed for the United States to have a high-performing, high value healthcare system” (NPP,
2008, p. 7). The NPP focused on national priorities—as well as on what the NPP considered to be aspirational but
ultimately achievable goals for each priority—that would,” if implemented broadly, reduce harm, improve patient-
centered care, eliminate health care disparities, and remove waste from the U.S. health care system. The six NPP
priorities for the U.S. health care system are: (1) patient and family engagement, (2) population health, (3) safety,
(4) care coordination, (5) palliative care, and (6) overuse (NPP, 2008).

The NPP’s identification of these six national priorities has several attractive features:

* The NPP priority areas involve measuring health care quality in new ways that represent the whole patient
rather than a single disease, look across settings of care, and trace care and outcomes longitudinally (i.e.,
patient-focused episodes of care).

* The NPP priority areas and goals were established through a robust, consensus-based process involving a
broad variety of public and private stakeholders.

¢ The NPP consisted of 28 members when the initial priorities and goals were established in 2008 (http://www.nationalprioritiespartnership.
org/Partners.aspx [accessed May 14, 2010]). The Partnership has since grown and now consists of 32 members. They represent multiple stake-
holder groups in both the public and private sectors (e.g., health plans, providers, medical associations, workforce interest groups). Stakeholders
include AARP, AFL-CIO, Agency for Healthcare Research and Quality, Aligning Forces for Quality, Alliance for Pediatric Quality, American
Board of Medical Specialties, American Health Care Association, American Nurses Association, America’s Health Insurance Plans, AQA,
Centers for Disease Control and Prevention, Centers for Medicare and Medicaid Services, Certification Commission for Health Information
Technology, Consumers Union, Hospital Quality Alliance, Institute for Healthcare Improvement, Institute of Medicine, Johnson & Johnson,
The Joint Commission, The Leapfrog Group, National Association of Community Health Centers, National Business Group on Health, National
Committee for Quality Assurance, National Governors Association, National Institutes of Health, National Partnership for Woman & Families,
National Quality Forum, Pacific Business Group on Health, Physician Consortium for Performance Improvement convened by the American
Medical Association, PQA, Quality Alliance Steering Committee, and the U.S. Chamber of Commerce.

7 The goals are aspirational because they typically set a high bar for achievement—for example, “All Americans will receive the most effec-
tive preventive services recommended by the U.S. Preventive Services Task Force”; or “Seek to eliminate all healthcare-associated infections
and serious adverse events.” (Note: Emphasis added.)
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* The NPP’s national priority areas and goals represent areas in which the NPP thought it possible to achieve
substantial progress by beginning with measures that are available now and adding to them as new measures
become available.

* The NPP was convened by the NQF, which is recognized as “a neutral convener of consumers, purchasers,
providers, practitioners, government and oversight agencies, supporting industries and other interested par-
ties to identify and standardize ‘best-in-class’ measures of clinical quality and health system performance”
(RWIJF, 2009b).

 Each of the NPP priority areas is supported by an extensive evidence base reviewed by the partners.® (Note:
This evidence base is not repeated in this report; for more information see the 2008 NPP report National
Priorities & Goals. Aligning Our Efforts to Transform America’s Healthcare [NPP, 2008].%)

* The NPP priorities are ones to which the public and policy makers can easily relate.

» Within the first year of the release of the NPP priority areas, numerous groups outside the original circle of
developers found that the NPP priorities reflect their own priorities and are moving to align activities. Such
activities include (1) strategic planning (e.g., nursing and pediatric groups), (2) operations (e.g., Aligning
Forces for Quality’s regional health care collaborative in Maine), (3) research (e.g., Regenstrief Center for
Healthcare Engineering), and (4) public outreach (e.g., the development by the National Business Group
on Health of consumer-friendly fact sheets around NPP-identified areas of unnecessary overuse of health
care).10

Since its inception, the NPP has grown in membership to broaden the engagement of more than the initial
core of partners. It also has established a workgroup for each priority area (NPP, 2009c). These workgroups are
continuing to identify strategies such as promoting the adoption of the Consumer Assessment of Healthcare Pro-
viders and Systems (CAHPS) and measures that support the priorities, and attempting to achieve parsimony in
designating measures (e.g., a single rather than multiple care coordination measures or a palliative care measure
applicable for multiple diseases). No one organization or single initiative can bring about the degree of change
necessary to address the substantial gaps in the quality of U.S. health care, but collaborative efforts are expected
to have greater reach (NPP, 2009a,b).

Although the NPP plans to conduct an evaluation of the uptake of its recommended priority areas and goals in
the activities of various entities, neither the NPP nor NQF have plans to be a central repository of data for national
tracking related to the priorities.!! It is quite conceivable, therefore, that AHRQ’s future NHQRs and NHDRs could
play important roles by relaying these national priorities to audiences, and providing a means for reporting on the
progress made toward achieving priorities and goals. Moreover, just as the NPP and the nation can benefit from
having the priorities tracked in the AHRQ reports, AHRQ can benefit from the ongoing work of the NPP and its
expanding networks of actors.

Other Entities’ Recommended Priority Areas

Numerous entities in the United States, apart from the NPP and previous IOM committees, have sought to
identify priority areas for health care quality improvement, develop scorecards on performance, or focus resources
on health care quality improvement. The committee scanned articulated priority areas for health care quality
improvement across a variety of these entities and has summarized them, along with priority areas identified by
the previous IOM committees and the NPP, in Table 2-1.

8 The NPP did not limit selection of national priority area goals to areas where proven interventions are available (e.g., obesity is a problem,
but there is not a clear-cut intervention strategy).

° The NPP’s 2008 report is available online at http://www.nationalprioritiespartnership.org/AboutNPP.aspx (accessed May 13, 2010).

10 Personal communication, Karen Adams, National Priorities Partnership, National Quality Forum, November 15, 2009.

! Personal communication, Janet Corrigan, National Quality Forum and Karen Adams, National Priorities Partnership, National Quality
Forum, May 11, 2009.
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The IOM Future Directions Committee’s Eight Priority Areas

The eight national priority areas recommended after considerable deliberation by the Future Directions com-
mittee are shown in Box 2-3. The committee thought that the NPP’s six priorities captured most of the key priori-
ties for health care quality improvement. Thus, six of the committee’s eight recommended priorities for health
care quality improvement are the priorities recommended by the NPP (NPP, 2008). In addition, the committee
added two priority areas not included in the NPP’s recommended priorities—access to care and health systems
infrastructure capabilities.

The NPP’s priorities presuppose access to care. Yet access to health care remains a challenge for a large
segment of the U.S. population and is a fundamental dimension of health care quality for all populations. Conse-
quently, the committee believes that it is vital to single out access to care, especially in light of upcoming changes
to health insurance coverage.'? Lack of coverage is a well-documented barrier to care, but it is not the only one
(others include transportation, ability to take time off from work to seek care, lack of a regular source of care,
unwillingness of providers to accept specific types of insurance, and affordability of coverage, co-payments, and
deductibles) (Ahmed et al., 2001; Cummingham et al., 2008; Goins et al., 2005; Goldman and McGlynn, 2005;
Grumbach and Mold, 2009; Hall et al., 2008; Lofland and Frick, 2006; RWIJF, 2002; Wang et al., 2009).

The development of health systems infrastructure, also not included in the NPP’s national priorities, is similarly
considered by the committee to be an area demanding national attention. With the health care data sources that
are available today, AHRQ has been stymied in its ability to obtain data that are more directly related to care pro-
cesses and outcomes. The adoption of electronic health records and establishment of health information exchanges
spurred through the American Recovery and Reinvestment Act of 2009'3 will eventually open up new possibilities
for obtaining clinical data across areas and payers (Arrow et al., 2009; Blumenthal, 2009; Kern et al., 2009) (see
Chapter 5). These investments in data development and “meaningful use” of that data for quality improvement
could eventually support national-level reporting in the NHQR and NHDR. Strengthening standardized collection
of race, ethnicity, and language need data will assist in identifying the nature and scope of disparities in health
care related to these factors. Furthermore, the development of organizational capacity to coordinate care (e.g.,
e-prescribing, patient-centered medical homes) and provision of a sufficient workforce are important areas of infra-
structure that are relevant to health care quality and disparities (these components of infrastructure are examined
further in Chapter 3 and Appendix D). Thus, the committee makes the following recommendation:

Recommendation 1: AHRQ should ensure that both the NHQR and NHDR report on the prog-
ress made on the priority areas for health care quality improvement and disparities elimination,
and should align selection of measures with priority areas. Until a national set of priority areas is
established, AHRQ should be guided by the Future Directions committee’s recommended priority
areas.

While the committee has recommended eight national priority areas that are crosscutting in nature, that does
not mean that tracking disease-specific measures of health care quality will no longer be necessary. There will still
be audiences for whom that level of detail is important, but the print versions of the AHRQ reports do not always
have to feature each disease-specific element; some elements can be included in expanded data featured online
via an appendix to the report or other Web-based product.

FOCUSING RESOURCES AND ATTENTION ON NATIONAL PRIORITY AREAS

Priority setting is a systematic approach to distributing available resources among multiple demands in the
effort to create the best health care system possible given economic constraints. Priority setting is also a first step
toward actionability by focusing attention on areas that are considered most important (McGlynn, 2004; McMahon
and Heisler, 2008; Ranson and Bennett, 2009; Sabik and Lie, 2008; Whitlock et al., 2010). Priorities matter because

12 Patient Protection and Affordable Care Act, Public Law 111-148, 111th Cong., 2d sess. (March 23, 2010).
13 American Recovery and Reinvestment Act of 2009, Public Law 111-5, 111th Cong., 1st sess. (February 17, 2009).
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TABLE 2-1 Overview of Priority Areas for Improving Health Care Identified by Leading Organizations,
Initiatives, and Reports

Centers for
Medicare and
Medicaid Services

The Commonwealth

Institute for Health HHS Roadmap HHS Fund
National Priorities = Care Improvement Strategic Plan—FY  for Quality Meaningful Use (Commission on a
Partnership Triple Aim 2007-2011 Measurement Matrix High Performance
(NPP, 2008) (IHI, 2009) (HHS, 2008) (CMS, 2008) (HHS, 2009b) Health System, 2008)
Increase patient and ~ Improve patient Confident, informed  Patient engagement
family engagement experience of care consumers;

(quality, access, and transparency

reliability)
Improve population  Improve population  Public health Improved population  Healthy lives;
health (Reducing health promotion and health prevention and
disease burden) protection (including treatment

Improve safety and
reliability of health
system (Eliminating
harm)

Guarantee
compassionate care

for persons with life-

limiting illnesses

Ensure well
coordinated care

Eradicating
disparities

Eliminating
overuse and ensure
appropriate care

Improve patient
experience of care
(access)

Reduce the per
capita costs of health
care

promotion of
preventive health
care)

Improve safety of
health care

Improve quality,
affordability and
accessibility to
health care

Safety, transparency

Smooth transitions
of care

Eliminating
disparities
(geography, race,
income, language,
diagnosis)

Efficiency;
effectiveness; high-
value health care

Effectiveness
(ensuring care is
evidence-based)

Improved safety

Coordination of care

Reduction of racial
disparities

Increased efficiency

Ensure adequate
privacy and security
protections for
personal health
information

Safe and quality care

Equity for all

Access for all

Efficient care;
avoidable hospital use
and cost

System capacity
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Robert Wood
IOM Johnson Quality
State of Foundation Alliance IOM
USA Health Aligning Forces Steering Priority Areas for IOM
Indicators for Quality Committee National Action Crossing the Quality Chasm
(I0M, 2008) (RWJF, 2009a) (QASC, 2009) (IOM, 2003a) (I0M, 2001a)
Increasing Help Self-management/ health literacy ~ Patient-centered health care
consumer consumers
engagement make informed
choices
Improve Immunization for children and
population health adults; pregnancy and childbirth;
outcomes and tobacco dependence; obesity
reduce risky
behaviors
Safer care Medication management; Safe health care
nosocomial infections
End-of-life care; frailty with old
age; pain control in advanced
cancer
Well coordinated Care coordination
care
Addressing equity ~ Help reduce Equitable health care (e.g., gender,
and recognizing large racial race, ethnicity, geographic location, and
that language and ethnic socioeconomic status)
matters disparities in
care
Access Timely health care
(insurance
coverage)

Cost (per capita
expenditures;
preventable
hospitalizations)

Indicators for
health outcomes,
health-related
behaviors, and
health systems

More effective care

Improving the
“how to” of quality
improvement;
increasing public
reporting

Structure
payment

to improve
quality and
efficiency

Help providers
improve
quality of care

Priority conditions: asthma,
cancer screening, diabetes,
hypertension, ischemic heart
disease, major depression, severe
and persistent mental illness,
stroke, children with special needs

Efficient health care

Effective health care

Priority conditions: cancer, diabetes,
emphysema, high cholesterol, HIV/AIDS,
hypertension, ischemic heart disease, stroke,
arthritis, asthma, gall bladder disease,
stomach ulcers, back problems, Alzheimer’s
disease and other dementias, depression and
anxiety disorders
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BOX 2-3
The Committee’s Eight Recommended National Priority
Areas for Health Care Quality Improvement

The IOM Committee on Future Directions for the National Healthcare Quality and Disparities Reports recommends a
set of eight national priority areas for health care quality improvement for use in the NHQR and NHDR,; it believes these
priorities can guide the national healthcare reports. The recommended areas include six priority areas identified by the
National Priorities Partnership (NPP, 2008), as well as two additional priorities that the committee believes are important
to highlight.

The six NPP priority areas included in the committee’s set of national priority areas are:

1. Patient and family engagement: Engage patients and their families in managing their health and making deci-
sions about their care.

2. Population health: Improve the health of the population.

3. Safety: Improve the safety and reliability of the U.S. health care system.

4. Care coordination: Ensure patients receive well-coordinated care within and across all health care organiza-
tions, settings, and levels of care.

5. Palliative care: Guarantee appropriate and compassionate care for patients with life-limiting illnesses.

6. Overuse: Eliminate overuse while ensuring the delivery of appropriate care.

The two additional priority areas in the committee’s set are:

7. Access: Ensure that care is accessible and affordable for all segments of the U.S. population.

8. Health systems infrastructure capabilities: Improve the foundation of health care systems (including infra-
structure for data and quality improvement; communication across settings for coordination of care; and workforce
capacity and distribution, among other elements) to support high-quality care.

resources of all of kinds (e.g., labor/time, funding for research on measures, data development and analysis) are
limited. The setting of national priority areas for the measurement of health care quality improvement can be
viewed as having the potential for influencing the “allocation of limited resources among many desirable but
competing programs or people;” thus, “it is highly political and can be controversial” (AHRQ, 2009a; McKneally
et al., 1997; Whitlock et al., 2010, p. 493).

As the Future Directions committee’s charge read to “establish national priority areas,” the committee con-
sidered its role to be to advise AHRQ on a set of priorities. At the same time, AHRQ asked for advice on making
the national healthcare reports more actionable, and others who came before the Future Directions committee or
whose reports the committee reviewed also stressed the need for greater progress. Many are frustrated with the
slow progress toward improvement despite repeated documentation of the same quality shortcomings and persis-
tent disparities. However, focusing the combined efforts of many actors and various intervention techniques on
the same priorities could be expected to enhance progress, whether they are the priorities that are recommended
in this report or a set that emerges as a result of developing the national quality improvement strategy pursuant to
health reform legislation. '

While AHRQ can use the priority areas offered in this report to select measures and guide the content of the
NHQR and NHDR, it is not AHRQ’s role to set intervention-related policies for a national quality improvement
agenda that can have implications for resource allocation across HHS and external sources. Since AHRQ falls
under the direction of the Secretary of HHS, the Future Directions committee concludes that HHS leadership is
needed to establish national priorities and set clear goals that can be featured in the national healthcare reports
and thereby bring to bear the resources of the department.

14 Patient Protection and Affordable Care Act, Public Law 111-148 § 3012, 111th Cong., 2d sess. (March 23, 2010).
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Leadership in Establishing National Priorities and Goals

Although measures and reports such as the national healthcare reports cannot improve the quality of U.S.
health care directly, they provide context and motivation for quality improvement (Moy, 2009). Reports can also
present data in ways that better inform policy and practice. Complementary policies and practices that would
help close priority area quality gaps and support more widespread implementation of programmatic initiatives are
essential to drive progress. As noted in Chapter 1, the concept of a national quality measurement and reporting
system outlined by the Strategic Framework Board depends not only on reporting, but also on the setting of goals,
adoption of comparable measures, and interventions to change the state of quality and disparities (McGlynn, 2003).
Thus, other incentives and collaborative efforts are needed to get to higher levels of performance (see Box 2-4 for
examples of mechanisms and actors).

Having AHRQ alone adopt priority areas for use in the national healthcare reports without support across HHS
is less likely to advance quality than if these other actors become engaged. Having common priority areas can help
drive concerted national and local action toward the same ends. Part of the Future Directions committee’s logic
in adopting the six NPP priority areas was the NPP’s ability to draw consensus from a reputable group of private
and public sector members and the NPP’s continuing engagement in fostering progress on those priority areas.
The NPP has recommended priority areas and goals; the Future Directions committee’s charge only extended to
the naming of priority areas for quality improvement, not goals, although it heartily endorses the setting of goals
and/or targets by HHS.

Furthermore, the word “national” is part of the names of the NHQR and NHDR, and the Future Directions
committee observes that no report could present a full picture of national health care delivery without consider-
ing how priorities and goals are integrated and implemented in the health systems under the auspices of the VA,
DOD, the Federal Employees Benefit Program, and the federal Bureau of Prisons. Under the Patient Protection
and Affordable Health Care Act, the President would convene an interagency working group to foster collaboration
between departments and agencies with respect to developing and disseminating strategies and goals for national
health care quality priorities. The working group would be comprised of representatives from various HHS agen-
cies, the Department of Commerce, the Office of Management and Budget, the Social Security Administration, the
Department of Labor, the U.S. Office of Personnel Management, DOD, the VA, and the Department of Education,
among others. !

The IOM report Leadership by Example: Coordinating Government Roles in Improving Health Care Quality
stressed that if the federal government could take collective action across programs for which it has accountability,
it would lead the way to action elsewhere (IOM, 2002b). To make substantial progress on national priorities and
associated goals, there needs to be unequivocal endorsement and commitment at least at the level of the HHS
Secretary to make substantial change in performance levels. Such a commitment could be embodied through a
range of regulations and policies, including systematic reporting on quality metrics by federally sponsored direct
health care service programs. The HHS Secretary is positioned to direct HHS programs to focus on the achieve-
ment of national priorities and goals through policies that support a stronger quality improvement infrastructure
(i.e., measure development and the collection and analysis of evidence-based performance information), health care
interventions (e.g., changes in insurance coverage, support of preventive and care coordination services), public
reporting, incentive payments, demonstration projects, benefit design, and health professions education, as well
as refining performance measures through research and funding of data sources (IOM, 2009). These HHS-wide
efforts would complement efforts by the NPP.

Implementation by the HHS Secretary of initiatives for expanding health insurance coverage and reforming
payment for services will require monitoring to ensure that the initiatives and existing programs will have the
desired effect on quality of care, its costs, equitable treatment, and ultimately the health of the nation.'® Addition-
ally, substantial federal funds are being invested in strengthening electronic health records and providing for their
meaningful use in quality improvement.'” The NHQR and NHDR are natural vehicles for tracking the effect of

15 Patient Protection and Affordable Care Act, Public Law 111-148 § 3012, 111th Cong., 2d sess. (March 23, 2010).
16 patient Protection and Affordable Care Act, Public Law 111-148, 111th Cong., 2d sess. (March 23, 2010).
7 American Recovery and Reinvestment Act of 2009, Public Law 111-5, 111st Cong., 1st sess. (February 17, 2009).
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BOX 2-4
Health Care Quality Improvement: lllustrative Mechanisms of Influence and Actors

* Payment incentives—Centers for Medicare and Medicaid Services (CMS), private health plans

* Public reporting—CMS, states, National Committee for Quality Assurance (NCQA), health plans, private
purchasers

* Accreditation—NCQA, The Joint Commission, American Board of Medical Specialties for credentialing/recredentialing

e Leadership within institutions—hospitals, provider groups

e Compatible measurement, benchmarking, and feedback on performance—CMS, states, NCQA, health plans,
hospitals, Department of Veterans Affairs, Department of Defense, Health and Human Services direct service deliv-
ery programs (e.g., community health centers, Indian Health Service), provider groups, The Leapfrog Group, Con-
sumer Reports

» Entities influencing other entities involved in quality improvement and disparities reduction—National Quality
Forum, National Priorities Partnership, Out of Many, One, patient advocates

these changes, utilizing the data that emerge for national reporting, and reporting on designated priority areas. The
NHQR and NHDR should contain a strategic vision for U.S. health care quality improvement efforts by reporting
on areas with the potential to achieve the best value and equity for the dollars invested while having the greatest
impact on population health. This strategic vision is the basis for the measure selection process for the NHQR and
NHDR outlined in Chapter 4. The results of quantitative assessments of quality improvement impact for measure-
ment areas and the identification of benchmarks based on best-in-class performance (Chapter 6) would additionally
inform realistic goal- and target-setting for priority areas.

SUMMARY

To meet the needs of Congress and various other users for information on health care quality and to articulate
a vision for national health care quality improvement, the committee believes that the NHQR and NHDR should
do more than reporting on what has already transpired. The NHQR and NHDR and related products have the
potential to articulate a vision for health care quality improvement and engage others to achieve quality improve-
ment goals. Because disparities in care are a health care quality issue, greater integration between the NHQR and
NHDR is recommended.

As required by its charge, the committee recommends a set of eight priority areas for national health care
improvement: (1) patient and family engagement, (2) population health, (3) safety, (4) care coordination, (5) pal-
liative care, (6) overuse, (7) access, and (8) capabilities of health systems infrastructure. While the Future Direc-
tions committee believes AHRQ can incorporate the offered priority areas into the NHQR and NHDR, especially
through its messaging and measure selection process, more progress will be made toward achieving priority area
goals if there is more widespread adoption and integration of national priority areas into a common quality and
disparities improvement strategy.
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Updating the Framework for the NHQR and NHDR

The Future Directions committee’s updated framework for health care quality builds on previous IOM
recommendations for measuring the state of health care in the NHOR and NHDR. The revised framework
encompasses both well-established and emerging components of high-quality health care. The framework
is a tool for examining AHRQ’s portfolio of measures for comprehensiveness and for categorizing mea-
sures presented in the NHQOR and NHDR. The framework’s quality of care components are effectiveness,
safety, timeliness, patient-centeredness, access, efficiency, care coordination, and health systems infra-
structure capabilities. The committee includes in the framework the crosscutting dimensions of value and
equity, which are to be reported for each of the quality of care components and to be considered when
ranking measures for inclusion in the NHOR and NHDR.

Before beginning to publish the annual NHQR and NHDR in 2003, AHRQ sought the IOM’s guidance
regarding the overall content and organization for the reports (Appendix A). The IOM reports Envisioning the
National Healthcare Quality Report (1I0M, 2001b) and Guidance for the National Healthcare Disparities Report
(I0M, 2002) provided the original conceptual framework for quality measurement in the NHQR and NHDR
(Appendix C), upon which the Future Directions committee has built. This chapter provides the rationale for
an expanded framework and, in a complementary Appendix D, explores measurement possibilities for the new
framework components.

The framework is intended to define “dimensions and categories of measurement that will outlast any spe-
cific measures used at particular times. In essence, it lays down an enduring way of specifying what should be
measured while allowing for variation in how it is measured over time” (IOM, 2001b, p. 42). In this sense, the
framework presents a performance measure classification matrix that is of use not only for the NHQR and NHDR
but also for all national healthcare report-related products. Because the framework components accommodate a
broad spectrum of measures, and the universe of potential measures is voluminous and ever expanding, the prior-
ity areas discussed in the previous chapter are one element in helping define a narrower set of measures within
the framework components. (Chapter 4 includes the Future Directions committee’s recommendations on further
defining the set of measures according to their potential health care quality impact.)
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THE ORIGINAL FRAMEWORK FOR THE NHQR AND NHDR

The original conceptual framework put forth in the 2001 Envisioning the National Healthcare Quality Report
highlighted four components of health care quality: (1) safety, (2) effectiveness, (3) patient-centeredness, and
(4) timeliness. These components corresponded to four of the six aims of quality health care set forth in the 2001
IOM report Crossing the Quality Chasm: A New Health System for the 21st Century (see Box 3-1). At the time,
measurement of efficiency was considered underdeveloped and thus omitted from the framework. The component
of equitable care was deemed a crosscutting dimension (see Appendix C for the framework originally adopted by
AHRQ for the NHQR and NHDR).

Envisioning the National Healthcare Quality Report recommended that the performance measures presented
in the NHQR be framed in consumer categories (i.e., in terms of “staying healthy, getting better, living with illness
or disability, and coping with end-of-life care”) (IOM, 2001b, p. 6). Subsequently, AHRQ found it more useful to
frame the presentation of data by clinical stages of care (i.e., prevention, acute treatment, management) because
that is the context in which most measures are currently developed. Although AHRQ’s clinical stages of care are
less patient-focused than the consumer categories, the committee agrees that the clinical stages of care are easily
understood by patients as well as the policy makers, health care professionals, and researchers to whom the infor-
mation in the NHQR and NHDR is primarily directed. Moreover, although data in the reports are not presented
by the consumer categories, AHRQ indicated that these categories are implicitly considered when identifying
potential measures for inclusion in its full measure set.!

Envisioning the National Healthcare Quality Report acknowledges that the conceptual framework should be
dynamic in nature in order to adjust to “‘changes in conceptualization of quality or significant changes in the nature
of the U.S. health care system” (IOM, 2001b, p. 42). Indeed, since the development of the original conceptual
framework, new areas for health care performance measurement have emerged, as have attributes of what consti-
tutes high-quality care, thus leading the Future Directions committee to update the framework.

AN UPDATED FRAMEWORK FOR THE NHQR AND NHDR

The six quality aims expressed in the 2001 IOM Crossing the Quality Chasm report (see Box 3-1) have become
the basic vernacular for discussing health care quality improvement and disparities elimination. Many other orga-
nizations, ranging from providers to health plans to quality improvement organizations, have used the six aims
to organize their own measurement or reporting efforts. For example, Aetna’s High Performance Provider Initia-
tives and Hudson River Health Care (a safety net clinical setting) track performance measurement based on these
aims (Aetna, 2008; Hudson River Healthcare, 2009). Because continuity is important to preserve and because the
original conceptual framework for the national healthcare reports stems from the IOM’s six aims, the committee
decided to build on the pre-existing framework rather than propose an entirely new one. The framework remains
applicable to both the NHQR and NHDR.

The Future Directions committee looked to prominent organizations and collaboratives engaged in health
care quality improvement and disparities elimination for their informed perspectives on the latest advancements
in and concerns about the current state of health care. Sources included the Healthy People 2020 Consortium, the
National Quality Forum (NQF), the Institute for Healthcare Improvement, the Centers for Medicare and Medicaid
Services (CMS), the HHS Office of Minority Health, the Kaiser Family Foundation, the World Health Organization
(WHO), the Robert Wood Johnson Foundation, the Health Care Quality Indicators Project of the Organisation for
Economic Co-operation and Development (OECD), The Commonwealth Fund’s Commission on a High Perfor-
mance Health System, the Quality Alliance Steering Committee, the National Committee for Quality Assurance,
the Out of Many One Health Data Task Force, and the AQA alliance.

! Personal communication, Future Directions committee chair’s site visit to AHRQ, April 30, 2009.
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BOX 3-1
The Six Aims of Quality Care from the IOM’s Crossing the Quality Chasm Report

The IOM’s 2001 report Crossing the Quality Chasm: A New Health System for the 21st Century found that the U.S.
health care delivery system does not provide consistent, high-quality care to all people. The report says that between
the health care that Americans have now and the care that they could have “lies not just a gap, but a chasm” (p. 1).

The Quality Chasm report strongly recommends that all health care constituencies—health professionals, federal and
state policy makers, public and private purchasers of care, regulators, organization managers and governing boards,
and consumers—commit to adopting a shared vision for improvement based on six specific aims for health care:

e Safe—avoiding injuries to patients from the care that is intended to help them

» Effective—providing services based on scientific knowledge to all who could benefit and refraining from provid-
ing services to those not likely to benefit (avoiding underuse and overuse, respectively)

e Patient-centered—providing care that is respectful of and responsive to individual patient preferences, needs,
and values and ensuring that patient values guide all clinical decisions

e Timely—reducing waits and sometimes harmful delays for both those who receive and those who give care

* Efficient—avoiding waste, including waste of equipment, supplies, ideas, and energy

* Equitable—providing care that does not vary in quality because of personal characteristics such as gender,
ethnicity, geographic location, and socioeconomic status

SOURCE: IOM, 2001a, pp. 5-6.

Framework Additions

Figure 3-1 shows the expanded conceptual framework for health care quality and disparities reporting. First,
the committee explicitly includes access and efficiency as quality care components. These components are currently
presented in one report or the other (access measures are reported in the NHDR but not the NHQR, and efficiency
measures are beginning to be reported in the NHQR but not the NHDR). The inclusion of these two components
in the framework reflects their relevance for reporting in both the NHQR and NHDR.

The Future Directions committee identified care coordination and capabilities of health systems infrastruc-
ture as necessary health care components to include in the national healthcare reports. These components are
not necessarily health care aims/attributes in themselves, but are a means to those aims since they are elements
of the health care system that better enable the provision of quality care. Care coordination and health systems
infrastructure are of interest to the extent that they improve effectiveness, safety, timeliness, patient-centeredness,
access, or efficiency. For this reason, these components are depicted as foundational, supporting the performance
measurement of the other quality components and spanning across the different types of care. Measures and data
sources for care coordination and systems infrastructure tend to be at a developmental stage,? and evidence of the
impact on quality improvement for many measures in these areas has yet to be strongly established. Therefore, for
these foundational components, the committee suggests that only measures that have demonstrated improvement
in at least one of the other six components of care be reported in the national healthcare reports. For example,
the Care Transitions Measure (often referred to as the CTM-3 measure) is a validated care coordination measure
that quantifies hospital performance based on patient or caregiver experience with hospital transitions (Coleman,
2006; Parry et al., 2008). The care process captured by this measure has demonstrated positive health outcomes
including reduced readmissions of patients discharged from hospitals and improved self-management and recov-
ery of symptoms (Care Transitions Program, 2009). Reporting of this measure is not yet national in scope, but
it holds promise as a care coordination measure that could be reported in the national healthcare reports at some
point in the future.

2 In the context of this report, the term developmental refers to measures that are currently partially developed but not yet well tested or vali-
dated, or measures that have been validated but still lack sufficient national data on which to report. Aspirational refers to performance areas for
which no measures yet exist—at best, there is a proposed way to measure performance.
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FIGURE 3-1 An updated conceptual framework for categorizing health care quality and disparities measurement.

Another enhancement to the conceptual framework is the presence of equity and value, which are displayed
in a manner that conveys their applicability to each quality component, including the foundational elements of
care coordination and health systems infrastructure. The committee views the dimensions of equity and value as
ideals that can and should be achieved by improvement in each of the other framework components.

Although the committee has added components to the framework on which AHRQ should report, AHRQ
should have flexibility to provide a more in-depth focus on some, but not necessarily all, of the identified priorities
and their component parts from one year to the next, as long as there is comparability between the NHQR and
NHDR for the measures selected for that year’s report.

Application of the Care Components

As noted in Envisioning the National Healthcare Quality Report, “The framework is a tool for organizing the
way one thinks about health care quality. It provides a foundation for quality measurement, data collection, and
subsequent reporting” (IOM, 2001b, p. 42). The Future Directions committee’s expanded matrix of care compo-
nents and types of care provides a way for AHRQ to continue categorizing potential and existing measures, ensure
a balance in measure selection across the framework components, and identify gaps in its portfolio of measures
selected for tracking—including those featured in the NHQR, NHDR, and the online resources, such as the State
Snapshots and NHQRDRnet. For example, if the NPP priority area to “eliminate overuse while ensuring the
delivery of appropriate care” were adopted for the national healthcare reports, then overuse measures would fall
within the efficiency component of the framework. Likewise, measures for the priority of palliative care would
help fill the current gap in the reports related to patient-centered performance measures for the management of
chronic conditions.

The committee’s recommended framework is not intended to specify the priority areas for quality measure-
ment discussed in Chapter 2. There is currently some overlap between priority areas and framework components.
Priorities might, at times, place more emphasis on one area of the framework than another, and measures applicable
to one priority might apply to a single or multiple framework component(s) (see Chapter 4, Figure 4-3).

AHRAQ has strived for breadth by covering much of the framework’s matrix in the annual healthcare reports
and maintaining a more comprehensive measure set in derivative products. AHRQ acknowledges that maintaining
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and reporting on such a vast collection of measures has limited its ability to provide more in-depth treatment of the
topics covered (Moy, 2009). Therefore, the committee presents priorities that can be used as a first step in whittling
the measurement possibilities, and then followed by more quantitative steps described in Chapter 4.

Application of Equity and Value

Equity and value apply to each of the care components, including the foundational elements, and the results
of equity and value assessments should be reported for each measure in the NHQR and NHDR. Findings can be
included in graphics or text describing whether equity has been achieved and the value (based on the costs and
benefits) that would accrue if quality gaps between current and desired levels of performance were closed (for
example, if all persons, rather than 55 percent,’ received preventive services) and if equity gaps were closed.

AHRQ currently applies the concept of equity by presenting quantitative differences in performance levels by
geographic areas (NHQR) and different populations (NHDR). The Future Directions committee observes this has
been useful for dividing the content between the two reports, but that at times the separation can lead to misleading
conclusions about the progress of the country in achieving quality. As noted in Chapter 2, the committee believes
that the NHQR should include population equity findings and the NHDR should include additional information
on the potential impact of closing the quality gap.

Presenting value for each component is a complex endeavor because value can mean various things to dif-
ferent people. (For the broad definition of value used in this report, see Box 3-2.) AHRQ has begun to incorpo-
rate total and indirect costs for medical conditions, and estimates of the cost effectiveness of interventions (e.g.,
quality adjusted life years [QALYs]). The Futur